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November 29, 2022
The Honorable Randy McNally
Speaker of the Senate
The Honorable Cameron Sexton
Speaker of the House of Representatives
The Honorable Kerry Roberts, Chair
Senate Committee on Government Operations
The Honorable John D. Ragan, Chair
House Committee on Government Operations
and
Members of the General Assembly
State Capitol
Nashville, Tennessee 37243

and
Mr. Eugene “John” Watson, Chair
Tennessee State Veterans’ Homes Board
2219 Lake Lane
Knoxville, TN 37919
and
Mr. Ed Harries, Executive Director
Tennessee State Veterans’ Homes Board
345 Compton Road
Murfreesboro, Tennessee 37129

Ladies and Gentlemen:
We have conducted a performance audit of selected programs and activities of the Tennessee State
Veterans’ Homes Board for the period July 1, 2018, through June 30, 2022. This audit was conducted pursuant
to the requirements of the Tennessee Governmental Entity Review Law, Section 4-29-111, Tennessee Code
Annotated.
Our audit disclosed findings, conclusions, and recommendations in this report. The Tennessee State
Veterans’ Homes Board and management have responded to the audit findings, conclusions, and
recommendations, and we have included the responses in the respective sections. 1 We will follow up the audit
to examine management’s corrective actions instituted because of the audit findings.
This report is intended to aid the Joint Government Operations Committee in its review to determine
whether the Tennessee State Veterans’ Homes Board should be continued, restructured, or terminated.
Sincerely,

Katherine J. Stickel, CPA, CGFM, Director
Division of State Audit
KJS/jw
22/037
1 Both the board and management provided separate but identical responses for each finding and observation. As such, we included
one response for each under “Management’s Comment.”

Scheduled Termination Date:
June 30, 2023

We have audited the Tennessee State Veterans’ Homes Board for the period July 1, 2018,
through June 30, 2022. Our audit scope included assessments of program effectiveness, efficiency,
internal control, and compliance with laws, regulations, policies, procedures, and provisions of
contracts in the following areas:
•

the board’s oversight of the network of Tennessee State Veterans’ Homes to provide health
care and support to veteran residents under their care;

•

management’s responsibilities to see to the daily health and quality-of-life needs of
residents;

•

management’s actions to resolve complaints and address allegations of abuse, neglect, or
misappropriation of property to ensure residents are free from harm;

•

the board and management’s quality assurance program to oversee the quality of care
provided to residents at the veterans’ homes;

•

management’s processes to prevent payments for fraudulent direct care provider claims;

•

management’s responsibility to vet new hires and volunteers against various registries,
perform background checks, and require contractors to perform similar checks to protect
veteran residents under their care;

•

management’s handling of allegations of fraud, waste, abuse, or other unlawful conduct to
ensure the integrity of legal and investigative actions related to the allegations; and

•

management’s responsibility to report resident deaths to the Tennessee Department of
Health.

KEY CONCLUSIONS

Findings
 Management’s documentation of an onsite registered nurse at each home 24 hours a day,
7 days a week is not sufficient (page 16).
 Management and staff must perform and document timely clinical assessments as required
to develop and provide the most effective resident care plans (page 20).
 The board and management should verify the satisfactory resolution of complaints made
by residents and their families (page 32).
 The board should ensure veterans’ homes’ management provides for the safety of residents
by maintaining up-to-date lists of volunteers and performing critical screening of the
volunteers who have direct contact with residents (page 57).

Observations
The following topics are included in this report because of their effects on the operations of
the Tennessee State Veterans’ Homes Board and the citizens of Tennessee:
 The Tennessee State Veterans’ Homes Board should ensure all members annually submit
signed conflict-of-interest statements and attend meetings (page 13).
 Management should consistently document the quarterly medication pass audits at the
Clarksville and Murfreesboro veterans’ homes (page 26).
 During Resident Council meetings, the residents of each home expressed persistent
concerns that, if left unresolved, could negatively impact the residents’ quality of life (page
36).

 To better serve veterans awaiting admission, management should develop a plan to
optimize revenue to hire staff (page 42).
 To comply with the state’s rule governing veterans’ wait lists, management should monitor
each home’s wait list process (page 44).
 To ensure residents’ needs are addressed, executive office management should work with
the homes to ensure the quality assurance subcommittees meet as often as required (page
48).
 Management should ensure staff understand their responsibilities and adhere to the homes’
policies for preventing fraudulent payments (page 53).
 Management should seek guidance from the Tennessee Human Rights Commission to
assist management with achieving Title VI compliance at the provider level (page 59).
 Management should train human resources staff on job-specific policies and procedures,
including records retention, to ensure staff maintain important records related to
suspended or terminated employees (page 62).
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INTRODUCTION

Audit Authority
This performance audit of the Tennessee State Veterans’ Homes Board was conducted
pursuant to the Tennessee Governmental Entity Review Law, Title 4, Chapter 29, Tennessee Code
Annotated. Under Section 4-29-244, the board is scheduled to terminate June 30, 2023. The
Comptroller of the Treasury is authorized under Section 4-29-111 to conduct a limited program
review audit of the agency and to report to the Joint Government Operations Committee of the
General Assembly. This audit is intended to aid the committee in determining whether the Tennessee
State Veterans’ Homes Board should be continued, restructured, or terminated.

Background
In 1985, with long-term care as a priority, the Tennessee Department of Veterans Services
recommended establishing a system of state veterans’ homes. In response, the General Assembly
passed, and the Governor enacted, Section 58-7-101 et seq., Tennessee Code Annotated, creating the
Tennessee State Veterans’ Homes in 1988 with the primary purpose to “provide support and care for
honorably discharged veterans who served in the United States armed forces.” According to the U.S.
Department of Veterans Affairs, as of September 30, 2021, Tennessee has approximately 449,000
veterans in the state. See Chart 1 for a map of Tennessee’s veteran population by county.
Section 58-7-102, Tennessee Code Annotated, established a 13-member board, known as the
Tennessee State Veterans’ Homes Board (the board), to provide governance over the network of
Tennessee State Veterans’ Homes (veterans’ homes). The board ensures that each home provides care
and support for its veteran residents. The board’s mission is as follows:
All residents are cared for in such a manner and in such an environment as to promote
enhancement of their quality of life without abridging the safety and rights of other
residents. An interdisciplinary team approach to resident life is utilized to assure the
quality of life. Residents and family members are involved in the care planning process
and resident participation is encouraged through a functioning resident council.
Residents' rights are posted and enforced as delineated in current federal and state
standards.
Figure 1 describes the responsibilities of the Tennessee State Veterans’ Homes Board and its executive
management.
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Figure 1
Tennessee State Veterans’ Homes Board and Executive Management Responsibilities

The board is responsible for overseeing
executive management’s day-to-day
operations of the homes. The board also
has the authority to select future home
locations, acquire and dispose of land, and
employ members of executive
management.

Executive management responsibilities
include overseeing the operation of the
homes; planning for future growth and
development; and designing and
implementing internal controls to ensure
the homes comply with state, federal, and
local requirements.

Source: Tennessee State Veterans’ Homes Board’s website, strategic plan, and plan of operation.

See page 10 for our work related to the board and Appendix 3 for a list of board members.

Operating Locations
In order to serve veterans statewide, the board oversees the operations of four veterans’ homes
across the state (see Table 1), with an executive office in Murfreesboro. The board is preparing to open
another home in Cleveland, Tennessee, in early 2023 and started construction of a home in Arlington
in May 2022 that is projected to open in 2024. See Chart 1 for a map of the veterans’ home locations.
Table 1
Home Facts and Statistics
Location

Name

Opening Date

Number of
Beds

Number of
Residents‡

Physical
Dimensions*

Murfreesboro†

Tennessee State Veterans’ Home

June 1991

140

87

69,278 square feet

Humboldt

W.D. “Bill” Manning Tennessee State
Veterans’ Home

February 1996

140

98

74,870 square feet

Knoxville

Senator Ben Atchley Tennessee State
Veterans’ Home

December 2006

140

104

73,065 square feet

Clarksville

Brigadier General Wendell H. Gilbert
December 2015
Tennessee State Veterans’ Home

108

79

102,688 square feet

* All one‐story buildings.
† The Murfreesboro home is adjacent to the U.S. Department of Veterans Affairs Alvin C. York Medical Center.
‡ As of March 1, 2022.
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Chart 1
Map of Tennessee’s Veteran Population and Tennessee State Veterans’ Home Locations

Source: Tennessee’s veteran population – U.S. Department of Veterans Affairs website. State veterans’ home locations – Tennessee State Veterans’ Homes Board website.
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Services for Veterans and Their Families
To receive care at one of the veterans’ homes, an individual must be a veteran who was
honorably discharged from active service, although veterans’ spouses and Gold Star parents are eligible
for admission if space is available. Additionally, the individual must need a skilled level of care and
meet one of the following criteria:
•

must be a resident of Tennessee at the time of admission,

•

must be a veteran who was born in Tennessee,

•

must have entered the U.S. armed forces in Tennessee,

•

must have a Tennessee address as an official home of record on the veteran’s military
record, or

•

must have an immediate family member who serves as the primary caregiver and is a
resident of Tennessee.

The veterans’ homes provide a wide variety of services to veterans and their families:
•

long-term care, such as providing housing at the veterans’ homes with 24-hour Registered
Nursing care and multi-disciplinary teams;

•

benefits and amenities provided by each home, such as
o a social services team that serves as advocates for residents and families;
o extensive daily activities that increase positive physical, emotional, and social
health, including, but not limited to, games, music, arts and crafts, sports,
community service, and outings to museums, restaurants, parks, and shopping
centers;
o pharmacy, psychiatry, dental, podiatry, and eye care services;
o daily housekeeping services;

•

nursing and therapy services to assist with recovery from significant illness, injury, or
surgery until the veteran is well enough to return home; and

•

physical therapy, occupational therapy, and speech therapy services.

Qualified veterans may be eligible for free or reduced-rate long-term care benefits through the
U.S. Department of Veterans Affairs (VA), which may pay for the services provided by the board. If
an applicant is not eligible for VA assistance, payment for services may be made through insurance
such as Medicare, TennCare, private insurance, or private payment. The board does not receive state
appropriations.
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Board Authority and Oversight Responsibilities
As an oversight body, the Tennessee State Veterans’ Homes Board has separate responsibilities
from the veterans’ homes management. The U.S. Government Accountability Office’s Standards for
Internal Control in the Federal Government (Green Book) serves as best practices for instituting internal
control in state agencies. The Green Book adapts the principles of the Committee of Sponsoring
Organizations of the Treadway Commission’s (COSO’s) Internal Control – Integrated Framework
for the government environment. In the absence of established internal control frameworks, the Green
Book’s principles serve as best practices for non-federal entities and establish key internal control
responsibilities for oversight bodies and for management of an organization. Paragraphs 2.09 and 2.10
of the Green Book outline the following key responsibilities for oversight bodies for an organization’s
internal control system:
•

overseeing management’s design, implementation, and operation of the entity’s internal
control system;

•

establishing integrity and ethical values, oversight structure, and expectations of
competence;

•

maintaining accountability to all oversight body members and key stakeholders;

•

overseeing management’s risk assessment as it relates to internal control and control
activities;

•

analyzing and discussing information related to the entity’s achievement of objectives; and

•

overseeing the nature and scope of management’s monitoring activities.

Per Principle 10, “Design Control Activities,” management of an organization is responsible
for designing control activities to achieve objectives and respond to risks. Examples of management’s
internal control tasks include reviewing functions and activities, managing human capital, maintaining
controls for information processing, and establishing performance measures.
State statute 2 requires the board to establish two committees with management oversight
responsibilities: the executive committee and the audit committee. The executive committee is charged
with overseeing the daily management and operations of the veterans’ homes. The audit committee
assists the board with financial and compliance oversight responsibilities, including evaluating
management’s assessment of internal controls. See page 11 for more information about the
committees.

2 Section 4-35-102, Tennessee Code Annotated, requires the Tennessee State Veterans’ Homes Board to establish an audit
committee. Section 4-35-105 describes the audit committee’s required responsibilities, which are also described in the
Audit Committee Charter.
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To evaluate the board’s oversight of the veterans’ homes’ management, we assessed
management’s implementation and execution of policies and procedures; effectiveness and efficiency
of the organization; responsibility to establish the internal control system; and its compliance with
laws, regulations, and provisions of contracts in key areas identified in our audit scope.

AUDIT SCOPE
We have audited the Tennessee State Veterans’ Homes Board for the period July 1, 2018,
through June 30, 2022. Our audit scope included assessments of program effectiveness, efficiency,
internal control, and compliance with laws, regulations, policies, procedures, and provisions of
contracts in the following areas:
•

the board’s oversight of the network of Tennessee State Veterans’ Homes to provide health
care and support to veteran residents under their care;

•

management’s responsibilities to see to the daily health and quality-of-life needs of
residents;

•

management’s actions to resolve complaints and address allegations of abuse, neglect, or
misappropriation of property to ensure residents are free from harm;

•

board and management’s quality assurance program to oversee the quality of care provided
to residents at the veterans’ homes;

•

management’s processes to prevent payments for fraudulent direct care provider claims;

•

management’s responsibility to vet new hires and volunteers against various registries,
perform background checks, and require contractors to perform similar checks to protect
veteran residents under their care;

•

management’s handling of allegations of fraud, waste, abuse, or other unlawful conduct to
ensure the integrity of legal and investigative actions related to the allegations; and

•

management’s responsibility to report resident deaths to the Tennessee Department of
Health.

We present more detailed information about our audit objectives, conclusions, and methodologies
in Appendix 1 of this report.
We provide further information on internal control significant to our audit objectives in
Appendix 2. In compliance with generally accepted government auditing standards, when internal
control is significant within the context of our audit objectives, we include in the audit report (1) the
scope of our work on internal control and (2) any deficiencies in internal control that are significant
within the context of our audit objectives and based upon the audit work we performed. We identify
6

any internal control deficiencies significant to our audit objectives in our audit conclusions, findings,
and observations as applicable.
For our sample design, we used nonstatistical audit sampling, which was the most appropriate
and cost-effective method for concluding on our audit objectives. Based on our professional judgment,
review of authoritative sampling guidance, and careful consideration of underlying statistical concepts,
we believe that nonstatistical sampling provides sufficient appropriate audit evidence to support the
conclusions in our report. Although our sample results provide reasonable bases for drawing
conclusions, the errors identified in these samples cannot be used to make statistically valid projections
to the original populations.
We conducted our audit in accordance with generally accepted government auditing
standards. Those standards require that we plan and perform the audit to obtain sufficient, appropriate
evidence to provide a reasonable basis for our findings, recommendations, and conclusions based on
our audit objectives. We believe that the evidence obtained provides a reasonable basis for our findings,
conclusions, and recommendations based on our audit objectives.
Tennessee State Veterans’ Homes’ management is responsible for establishing and maintaining effective
internal controls and for complying with applicable laws, regulations, policies, procedures, and provisions of
contracts and grant agreements.
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PRIOR AUDIT FINDINGS

Report of Actions Taken on Prior Audit Findings
Section 8-4-109(c), Tennessee Code Annotated, requires
that each state department, agency, or institution report to the
Comptroller of the Treasury the action taken to implement the
recommendations in the prior audit report. The prior audit
report was dated October 2018 and contained 12 findings. The
board filed its report with the Comptroller of the Treasury on
May 1, 2019. We conducted a follow-up of the prior audit
findings as part of the current audit.

Tennessee State
Veterans’ Homes
Board’s
Audit Findings
October 2018
Performance Audit
12 findings

Resolved Audit Findings

7 observations

The current audit disclosed that the board resolved six
previous audit findings (see Table 2).

November 2022
Performance Audit
Resolved 6 prior audit
findings

Repeated Audit Findings
The current audit also disclosed that two findings were
not resolved and will be repeated (see Table 2).

2 repeat findings
Partially resolved 1 prior
audit finding
3 prior audit findings
repeated as observations

Partially Resolved Audit Findings
For one prior finding, we repeated part of the finding
related to the completion of clinical assessments. However, we
found minor issues related to payments to direct care providers,
which we reported in an observation. We also repeated three
prior findings as observations. See Table 2.

8

1 new finding
9 observations

Table 2
Current Audit Results for Prior Performance Audit Findings
Finding
Year(s)
2018 Audit

Prior Audit Finding
1
2

3
4
5
6

7
8

9

10
11

12

While overall federal ratings remained high during our audit period, three of the
four veterans’ homes received below-average scores in Quality of Resident Care.
The Tennessee State Veterans’ Homes executive management did not have
adequate internal controls in place over the resident assessment processes and
monitoring of contracted direct care providers.

2018 Audit

Nurses did not document that they had distributed all doses of medicine to
residents as prescribed.
The homes’ management did not ensure that resident deaths were reported
timely and accurately.
The veterans’ homes did not ensure that their Quality Assurance Committees
and subcommittees operated properly.
The homes did not have comprehensive policies in place for documenting,
addressing, and monitoring the resolutions of complaints received from
residents and employees.
The veterans’ homes did not document the presence of a registered nurse on
staff at all times.
The homes’ management did not properly monitor contractors that provide
services to residents for compliance with Title VI requirements.

2018 Audit
2018 Audit

This finding was resolved.

2018 Audit

See the observation in the Quality Assurance and Performance
Improvement Program section on page 46.
This finding was resolved.

2018 Audit
2018 Audit
2012 Audit
2009 Audit
2018 Audit

2018 Audit

Management did not ensure that the wait list at each of the four veterans’
homes contained required information and that the lists were updated in
accordance with established policies and procedures.
Management did not notify the Comptroller’s Office of possible unlawful
conduct in a reasonable amount of time, as required by state statute.
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This finding was resolved.
This finding was partially repeated. See the finding related to resident
clinical assessments in the Management’s Responsibilities to Care for
Veteran Residents section on page 14. See the Direct Care Provider
Payments section on page 49 for the observation related to
management’s responsibilities to prevent fraudulent payments.
This finding was resolved.

2018 Audit

The veterans’ homes did not perform the following checks on all employees,
including those providing direct care to veterans: criminal background, abuse
registry, sex offender registry, drug screening, tuberculosis, and reference.
The veterans’ homes lacked internal controls over volunteers.

Resolution in Current Audit

Repeat finding. See the Management’s Responsibilities to Care for
Veteran Residents section on page 14.
See the observation in the Requirements of New Hires, Volunteers,
and Contractors section on page 53.
This finding was resolved.

2018 Audit

Repeat finding. See the Requirements of New Hires, Volunteers, and
Contractors section on page 53.
See the observation in the Resident Admissions section on page 37.

2018 Audit

This finding was resolved.

AUDIT FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS

Board Responsibilities and Oversight
Because the Tennessee State Veterans’ Homes Board is responsible for overseeing the
network of Tennessee State Veterans’ Homes to ensure that each home provides highquality care and support for veteran residents of the State of Tennessee, our goal was to
review the board’s level of oversight for
•

management’s internal control system;

•

the board’s and management’s integrity, ethical values, and competence
expectations;

•

accountability by both board and management;

•

management’s performance of risk assessments; and

•

the board’s and management’s achievement of mission and objectives.

We also reviewed the statutory requirements for the board’s composition, open
meetings, and conflicts of interest.

General Background
Section 58-7-102, Tennessee Code
Annotated, established the Tennessee State
Veterans’ Homes Board (the board) to provide
governance over the network of Tennessee State
Veterans’ Homes to ensure that each home
provides high-quality care and support to veteran
residents of Tennessee.
Tennessee State
Composition

Veterans’

Homes

Board

As required by state statute, the board is composed of 13 members. Section 58-7-102,
Tennessee Code Annotated, provides the following membership requirements:
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•

The Commissioner of Finance and Administration (or a designee) and the Commissioner
of Veterans Services for the State of Tennessee (or a designee) each serve as ex-officio,
voting members of the board.

•

The remaining 11 members are appointed by the Governor and must be Tennessee
citizens:
o at least 3 members appointed from each of the 3 grand divisions of the state;
o 1 member who is an administrator of a nursing home with experience in financial
operations at the time of appointment;
o 1 member with clinical experience in a nursing home; and
o all other members must be honorably discharged veterans of the U.S. armed forces.

Board Oversight Responsibilities
Section 58-7-103, Tennessee Code Annotated, grants the board several powers and duties, one
of which is the authority to adopt written policies and procedures to govern the homes’ internal
operations. Based on our review of board
meeting minutes, the board approves the annual
Executive Committee Membership
Plan of Operations, 3 including the budget and
annual report. Furthermore, state statute
Commissioner of Finance and
requires the board to establish two committees
Administration, or designee
with management oversight responsibilities: the
The Board Chair
executive committee and the audit committee.
The board executes much of its oversight
Board member with nursing home
administration or clinical experience
through these committees.
Source: Board bylaws.

Executive Committee

Section 58-7-104, Tennessee Code Annotated, created an executive committee that is
responsible for overseeing the daily management and operations of the state veterans’ homes, including
•

hiring the Executive Director and other executive staff,

•

establishing policies regarding the rates for patient care,

•

making and executing contracts, and

•

performing other necessary functions to operate the homes.

3

The Plan of Operations outlines the board’s key objectives and goals, which consist of the budget for operating and
capital expenditures and policies and procedures for the expenditure of funds.
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The executive committee completes an annual review of the Executive Director and approves his
annual compensation. It also files quarterly reports with the Tennessee General Assembly’s Fiscal
Review Committee.
Audit Committee
According to the board’s Audit Committee Charter, 4 the audit committee members must have
experience with basic financial and accounting
practices so that they can adequately assist the board
Audit Committee Membership
in its financial and compliance oversight
responsibilities. The committee is responsible for
The Board Chair
overseeing financial reporting disclosures, evaluating
4 board members with basic
management’s assessment of its internal control
financial and accounting experience
system, facilitating any audits or investigations of the
board, and informing the Comptroller of the
Source: Board’s Audit Committee Charter.
Treasury of any instances of fraud and the results of
assessments and controls to reduce fraud.
Conflicts of Interest
Section 58-7-106, Tennessee Code Annotated, states,
If any matter before the board involves a project, transaction, or relationship in which a
member or the member’s associated institution, business or board has a direct or a conflicting
interest, the member shall make known to the board that interest and shall be prohibited from
participating in discussions and voting on that matter.

The board’s conflict-of-interest policy requires members to disclose potential conflicts of interest
relating to a “project, transaction, or relationship” in which the board is involved. If a member discloses
a potential conflict with a board matter, the member cannot participate in discussions or votes related
to it. The policy also requires all board members to read the policy, disclose conflicts, and sign the
policy annually affirming that they agree with it.
Meeting Requirements
The board’s bylaws require the board to meet no less than three times each year, and seven
members must be present to constitute a quorum and conduct business. As governing bodies, the
board and committees must comply with the open meeting laws compiled in Title 8, Chapter 44,
Tennessee Code Annotated. The Tennessee Open Meetings Act requires a governing body to hold
4 Section 4-35-102, Tennessee Code Annotated, requires the Tennessee State Veterans’ Homes Board to establish an audit
committee. Section 4-35-105 describes the audit committee’s required responsibilities, which are also described in the
Audit Committee Charter.
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meetings that are open to the public, provide adequate notice of the date and time of such meetings,
and make meeting minutes available for future public inspection. The minutes must contain “a record
of persons present, all motions, proposals and resolutions offered, the results of any votes taken, and a
record of individual votes in the event of a roll call.”
Current Audit
We examined the board’s bylaws, annual reports and other board documents, board-approved
policies and procedures, board minutes for fiscal years 2019 through 2021, and signed conflict-ofinterest disclosures for fiscal years 2020 and 2021. See Observation 1.

Observation 1
The Tennessee State Veterans’ Homes Board should ensure all members
annually submit signed conflict-of-interest statements and attend
meetings
We examined board members’ conflict-of-interest forms signed during fiscal years 2020 and
2021. Based on our review for each of the fiscal years, three board members failed to sign and return
to management their conflict-of-interest form each year. Because the signed conflict-of-interest form
is the board’s only formal attestation of a board member’s understanding of the conflict-of-interest
policy and their agreement to comply with it, the board chair, in conjunction with the Finance
Director, should ensure that each board member annually signs and returns an acknowledgment
statement.
We also examined minutes to board meetings held during fiscal years 2019, 2020, and 2021.
We found that some members did not attend scheduled meetings. We noted for fiscal year 2019, three
board members did not attend 50% or more of the meetings. For fiscal years 2020 and 2021, two
board members did not attend 50% or more of the meetings. However, the board still met quorum
and was able to conduct business at these meetings. The chair should encourage all members to attend
board meetings.

Management’s Comment
We concur. All of the Tennessee State Veterans’ Homes Board members submitted conflictof-interest statements for fiscal year 2022. The chairman will request all members attend meetings.
The Financial Compliance Officer will continue to monitor board conflict-of-interest compliance.
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Management’s Responsibilities to Care for Veteran Residents
Our goal was to determine whether veterans’ homes’ management prioritized care of
their residents, including having the necessary staff present at each home, assessing the
care requirements for residents, responding to resident alerts and requests, and providing
medication to residents. We also reviewed the homes’ Centers for Medicare and
Medicaid Services (CMS) Five-Star Quality Rating System, an evaluation metric used
by residents and their families to make long-term care decisions.

To meet the board’s mission to care for all residents “in such a manner and in such an
environment as to promote enhancement of their quality of life without abridging the safety and rights
of other residents,” management provides a home-like atmosphere with amenities, activities, skilled
nursing care, rehabilitation therapy, and around-the-clock medical supervision and assistance with the
activities of daily living. For this audit, we focused on six areas where management provides residents
with medical supervision and assistance to enhance the residents’ quality of life, including
•

provision of continuous registered nursing coverage, 24 hours per day, 7 days per week;

•

performance of resident clinical assessments to document, assess, and revise the health care
needs of residents;

•

distribution of medications to residents as prescribed by physicians;

•

prompt response times to resident room call lights when residents need assistance from
staff;

•

reporting of resident deaths; and

•

veterans’ homes’ CMS Five-Star Quality Rating System that assists families with evaluating
nursing home options for their loved ones.

We describe each area in detail, and we provide our results, including any findings and
recommendations, in the sections below.
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24-Hour Continuous Registered Nurse Coverage
Management’s Process to Staff Registered Nurses
The Tennessee State Veterans’ Homes
Board (the board) provides direct care and
rehabilitation to Tennessee’s veterans that reside in
the homes through 24-hour registered nursing care
and multi-disciplinary teams. 5 Title 38, Code of
Federal Regulations, Part 51, Section 130(b),
requires the nursing homes to have a registered nurse
(RN) on duty at all times, as well as other nursing
staff. Although all nurses and medical staff possess
medical skills, the regulation requires an RN to be present
at all times because RNs have further expertise, which may be necessary in certain situations. This
requirement can be fulfilled by any RN, including those in supervisory positions.
In order to ensure that each work shift has adequate coverage, staffing coordinators at each
home generate a monthly nursing schedule that includes both hourly and salaried supervisory nurses.
Once approved by the Director of Nursing, the monthly schedule is placed at the home’s nursing
station, and the staffing coordinator creates and distributes daily schedules, showing which nurses will
be working and their assignments. If a nurse cannot work the assigned shift, the nurse or the staffing
coordinator finds a replacement. Management, the staffing coordinator, or any nurse present may
write the staff change on the daily schedule.
Veterans’ homes’ management currently contracts with ADP, Inc., for payroll and
timekeeping software. Most RNs are paid hourly and must clock into and out of work using their
fingerprints on a biometric device. The device automatically records the shift worked to the exact
minute.
RNs in management positions, such as the Director of Nursing at each home, are salaried
employees and do not record their hours worked. A supervisor or staffing coordinator enters salaried
nurses’ regular shift schedules into ADP. As currently designed, the ADP system automatically deducts
30 minutes from the regular shift schedule to account for the salaried employees’ 30-minute unpaid
lunchtime. The system is also not designed to account for any additional time worked by any of these
salaried management-level employees.
Results of the Prior Audit
In the 2018 performance audit report, we reported a finding that management did not
document the presence of an RN on staff at all times, causing the homes to have time gaps with no
5

The board’s website: https://tsvh.org/services/.
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evidence that an RN was present. Management concurred in part and stated that they did not capture
actual hours worked for salaried employees and that it was possible that these salaried RNs could have
covered the shifts for hourly RNs. In the department’s six-month follow-up, management stated that
they will begin automatically deducting 30 minutes for lunch from salaried nurses’ time worked rather
than having management-level nurses clock out. Additionally, management stated that a nurse leaving
before another nurse is present to cover for them may be considered abandonment and unprofessional
conduct.

Finding 1
Management’s documentation of an onsite registered nurse at each home
24 hours a day, 7 days a week is not sufficient
Criteria and Condition
Title 38, Code of Federal Regulations, Part 51, Section 130(b), states, “The facility management
must provide registered nurses (RN) 24 hours per day, 7 days per week.” State rules have similar
requirements for RNs. Chapter 1200-08-06-.06(4)(a) of the Rules of the Tennessee Department of
Health, Board for Licensing Health Care Facilities, Division of Health Care Facilities, states:
Each nursing home must have an organized nursing service that provides twenty-four (24)
hour nursing services furnished or supervised by a registered nurse. Each home shall have a
licensed practical nurse or registered nurse on duty at all times and at least two (2) nursing
personnel on duty each shift.

Based on our review of the timekeeping data as well
as any supporting documentation management provided for
At three homes, we found
an average RN service gap
the four nursing homes for the period April 1, 2019, through
of
2 hours and 37 minutes.
March 31, 2022, management could not provide us with
The longest service gap we
records that showed that an RN was on duty at all times.
noted
was at least 11 hours
Specifically, based on our analysis of ADP timekeeping data,
and 4 minutes.
we noted at 3 of the homes a total of 30 instances where
management did not have records that showed an RN was
present. The average service gap was 2 hours and 37 minutes, with the shortest service gap being 8
minutes and the longest service gap being at least 11 hours and 4 minutes. We did not note any service
gaps at the Knoxville home. See Table 3.
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Table 3
Service Gaps by Location, in Relation to the Average Service Gap
April 1, 2019, Through March 31, 2022
Nursing Home*
Murfreesboro
Humboldt
Clarksville
Total

Shorter Than Average
Service Gaps†
8
0
11
19

Longer Than Average
Service Gaps†
6
3
2
11

Total Service
Gaps
14
3
13
30

* Nursing home names are based on their location to save space.
† Based on the average service gap of 2 hours and 37 minutes.
Source: Auditor’s analysis.

Furthermore, we determined the times of the day when the gaps occurred and found that most
service gaps at the Murfreesboro and Humboldt homes occurred at night, between 7 p.m. and 7
a.m.—representing 57% and 100% of service gaps, respectively. The Clarksville home experienced
69% of service gaps from 7 a.m. through 7 p.m.

Cause
When we discussed our analysis with management, the Executive Director did not agree that
an RN was not on duty. He stated that he would have received a call from a home if an RN was not
on site, even if management called him late at night. According to management, their expectation is
that a salaried RN will stay at a home until relieved by another RN; however, management does not
always record such substitutions or extended shifts, especially within the ADP system. Additionally,
we identified the following ADP system limitations, inhibiting the ability to record when RNs are
present and performing their duties:
•

ADP only records the scheduled times (not actual times) salaried RNs worked;

•

ADP did not record any overtime that salaried RNs worked;

•

ADP did not reflect any changes to daily schedules (for example, if a salaried RN worked
a shift in the evening in addition to, or instead of, their morning shift); and

•

ADP deducted 30 minutes from salaried RNs’ times to account for lunch.

Management provided us with daily staffing sheets to show us which RNs were on staff for some of
the days where we noted a service gap. Based on our review of these staffing sheets, we removed the
service gaps from our analysis results if the documentation confirmed the presence of the RN; however,
management could not provide all documentation to support that an RN was onsite.
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Effect
Without records showing that an RN was always on site, management cannot be reasonably
assured that all shifts were covered. Since RNs possess significant expertise that other medical staff may
not have, other staff may be without proper supervision and guidance and may expose the most
vulnerable residents to higher risks during emergencies, especially at night.

Recommendation
Because having available registered nurses is essential to the operations
of a nursing facility to ensure the health of residents in a time of need,
management should take measures to accurately track whether registered
nurses are on staff 24 hours per day, 7 days per week.
Management’s Comment
We concur in part. We concur that management could not provide documentation in ADP
that management provided 24/7 RN coverage at all homes. We do not concur that 24/7 RN coverage
was not provided. Management is aware of the requirements and ensures an RN is in each home 24/7.

Auditor’s Comment
Federal regulations require these homes to have a registered nurse on the premises 24 hours a
day, 7 days a week. Due to a lack of evidence, we could not substantiate management’s claim that they
were fulfilling that responsibility.

Resident Clinical Assessments
General Background
Clinical assessments drive the development of a resident’s care plan—including the
medication, therapy, and other treatments prescribed—and define how staff are to care for the
resident. The objectives of these assessments include establishing the resident’s current condition,
identifying risk factors for the resident (such as determining if the resident has a high risk of falling),
and helping staff determine appropriate therapies and interventions (such as bed rails or feeding
assistance). Examples of resident assessments include
•

pre-admission evaluations and assessments, which are TennCare-required medical
assessments to determine TennCare eligibility; and
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•

Long-Term Care Minimum Data Set (MDS) assessments required by the Centers for
Medicare and Medicaid Services (CMS) for all nursing homes that participate in the
Medicare or Medicaid programs.

In addition to these externally required clinical assessments, management established internal policies
mandating clinical staff to complete specific internal assessments upon a resident’s admission or
readmission, at quarterly and annual intervals, and with any significant changes to a resident’s health.
Each of these intervals includes the same assessment types completed at regular periods throughout
the resident’s stay, see Table 4.
Table 4
Internal Assessments
Admissions/Quarterly/Annual/Significant Change Assessments
Assessment Type
Fall Assessment

Assessment Purpose
To assess a resident’s risk for falls and determine
appropriate interventions to prevent falls

Braden Scale (Pressure Ulcer) Assessment To assess a resident’s risk of developing pressure sores
Pain Assessment

To assess a resident’s pain levels to ensure pain is
managed appropriately

Hydration Assessment

To assess a resident’s risk for dehydration

Source: The clinical assessment policies.

According to the veterans’ homes’ Clinical Resident Risk Assessments policy, these internal
clinical assessments are required to be completed in accordance with the CMS-required MDS
assessments schedules created based on the requirements established in Title 42, Code of Federal
Regulations (CFR), Part 483, Section 20. We focused our audit work on the internal admission,
quarterly, annual, and significant changes assessments.
Internal Assessment Process
The board contracts with Point Click Care Technologies Inc., for the electronic medical record
system, Point Click Care (PCC) software, which automatically tracks the due dates for residents’
clinical assessments based on the residents’ admission date as established in their PCC medical record
profile. The due date established in PCC coincides with the MDS assessments schedule. Veterans’
home clinical staff create reports from PCC detailing the assessment due dates per resident on a weekly
basis.
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Once nursing staff complete the required clinical assessments, the information gathered during
the assessment is entered in real time into PCC. The nurse performing the clinical assessment marks
the assessment as complete in PCC to finalize the assessment.
Results of the Prior Audit
In the prior audit, we noted a finding that included issues with the veterans’ homes’ internal
controls over resident internal assessment processes. Specifically, management did not ensure that
resident internal assessments were completed timely and in accordance with federal, state, and internal
regulations. Our audit work also revealed a lack of controls to ensure clinical assessments reported
accurate results; therefore, we could not determine if the resident assessments were effective in
identifying and responding to resident care risks.
Management partially concurred with the finding. In management’s response to this finding
and the six-month follow-up, management did not agree the quarterly, annual, or significant change
assessments were late, stating that these internal assessments are not required by federal or state
regulations, were not subject to a specific timeframe required by policy, and did not compromise the
veterans’ homes’ quality of care. Management removed the “Clinical Assessment” policy and the
“Quarterly, Annual, and Significant Change Assessment” policy on November 12, 2018, and replaced
these policies with the “Clinical Resident Risk Assessment” policy on October 31, 2018. The current
policy states the quarterly, annual, and significant change assessments are required to coincide with
the MDS clinical assessment schedules.

Finding 2
Management and staff must perform and document timely clinical
assessments as required to develop and provide the most effective
resident care plans
Condition and Effect
We obtained a list of residents that were admitted to the Tennessee State Veterans’ Homes for
the period July 1, 2018, through March 15, 2022, from the homes’ electronic medical record system,
Point Click Care (PCC). We pulled a nonstatistical random sample of 60 residents to determine if the
homes’ staff completed the required internal clinical assessments throughout the residents’ stay during
our audit scope. Staff conduct and record the clinical assessments electronically in PCC. Based on our
review of the 60 residents selected, for 21 residents (29%), we could not access one or more clinical
assessments in PCC.
Initially, management stated that staff had not completed these assessments; however,
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management later stated staff may have completed these assessments, but these staff members may not
have finalized the assessment in PCC. Neither management nor staff can access information in
unfinalized assessments. According to management, only the PCC contractor can see unfinalized
assessments, but management did not provide any follow-up communications or further information
from the contractor concerning whether staff completed these assessments. Of the 21 residents, a total
of 105 assessments were not finalized or completed, which prevents management and staff from using
the information to develop and update resident care plans.
According to the Director of Clinical Compliance, they were aware that some assessments were
not available in PCC and were exploring system improvements, but the director also stated that
management was not aware of the extent of the problems prior to our engagement. According to
management, they implemented a new PCC assessment platform in June 2022. We will follow up on
the system improvements in the next audit.

Cause
Management did not ensure that their system of internal control was operating effectively, and
management did not take corrective action to remedy these issues. We identified issues from 2019
through 2022, but management did not monitor the operating effectiveness of the system to identify
the extent of the problem and determine the necessary corrective action prior to our engagement.

Criteria
According to the board-approved “Clinical Resident Risk Assessment” policy,
Licensed Nurses will conduct certain assessments on a Quarterly, Annual and with Significant
Change basis. The assessments will coincide with the MDS assessment. The MDS department
will supply a list of Residents who have scheduled MDS assessments, and the clinical
assessments will be completed using the MDS list as a guide. The following assessments will
be completed in the EHR [Electronic Health Record]: Braden assessment, Fall risk, Pain,
Hydration.

The MDS schedules for clinical assessments are established in Title 42, Code of Federal Regulations, Part
483.20, which states assessments should be completed within 14 days of admission, every 3 months,
when there is a significant change in physical or mental condition, and at least once every 12 months.
According to Green Book principle 16.05, “Perform Monitoring Activities,”
Management performs ongoing monitoring of the design and operating effectiveness of the
internal control system as part of the normal course of operations. Ongoing monitoring
includes regular management and supervisory activities, comparisons, reconciliations, and
other routine actions. Ongoing monitoring may include automated tools, which can increase
objectivity and efficiency by electronically compiling evaluations of controls and transactions.
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Principle 17.05, “Evaluate Issues and Remediate Deficiencies,” further states
Management evaluates and documents internal control issues and determines appropriate
corrective actions for internal control deficiencies on a timely basis. Management evaluates
issues identified through monitoring activities or reported by personnel to determine whether
any of the issues rise to the level of an internal control deficiency. Internal control deficiencies
require further evaluation and remediation by management. An internal control deficiency can
be in the design, implementation, or operating effectiveness of the internal control and its
related process. Management determines from the type of internal control deficiency the
appropriate corrective actions to remediate the internal control deficiency on a timely basis.
Management assigns responsibility and delegates authority to remediate the internal control
deficiency.

Recommendation
The Executive Director should ensure that clinical staff fulfill their
responsibilities in performing internal assessments, including
performing assessments on schedule and marking them as completed in
their information system. Additionally, management should ensure their
information system, including both staff and information technology,
functions as designed, providing quality information for clinical staff to
develop and update resident care plans.
Management’s Comment
We concur. Management failed to comply with internal assessment policies. None of the
homes received care plan deficiencies during VA or CMS surveys. Going forward, the Director of
Clinical Reimbursement or designee will perform a monthly review to determine if internal
assessments have been completed. Any deviation will be reported to the veteran’s home Director of
Nursing and/or the Administrator.

Resident Call Light Response Times
General Background
To ensure each resident receives adequate care, veterans’ homes are required
by Title 38, Code of Federal Regulations (CFR), Part 51, Section 200(f), to equip
nurses’ stations with a communication system to allow residents to alert staff from
their room and their toileting and bathing facilities when they need assistance.
Veterans’ home management installed a communication system when the homes
were built and refers to this communication system as the call light system.
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Although there are no statutory or regulatory requirements for how quickly veterans’ home
staff should respond to a call light, we found an observational study conducted in March 2020 6 that
concluded that the call light system is perceived to be an important factor affecting the outcomes of
the care process and satisfaction of both residents and staff as well as the staff’s performance. Similarly,
an exploratory study 7 identified that faster call light response times are associated with lower total fall
rates and lower rates of falls with injuries. The study’s researchers based their study on the goal that
staff would respond to a call light in less than five minutes.
Resident Notifications and Staff Alerts
In the event that a resident needs assistance, they press down on their call light button, located
in the resident’s room or bathroom. Pressing a call light button activates either a white light (bedroom)
or a red light (bathroom) above the resident’s exterior door. Both call lights trigger an alarm to ring
on the computer at the nurse’s station, and the call light system logs the room number, location, and
time the light was initiated and ended.
To turn off a call light, a staff member must push the button that triggered the call in the
resident’s room or bathroom. According to management, in the event a non-nursing staff member
turns off the call light, they assess the resident’s needs and determine if the resident requires a member
of nursing staff to assist them. If a nurse is required, the staff member who turned off the call light
locates a nurse to assist the resident. If the staff member can assist the resident, they will do so.
Similarly, if a member of the nursing staff responds to a resident’s call light, they enter the room, turn
off the call light in the resident’s room, and assist the resident with any needs they have. The Director
of Clinical Services added that call lights do not time out or expire and will continue to ring at the
nurse’s station until a staff member shuts the light off by pushing the button in the resident’s room.
Call lights are active for residents to use 24 hours a day, 7 days a week.
Call Light Data
The call light systems provide two essential features that aid staff in providing quality care to
residents of the veterans’ homes. The call light system logs call light events (when the resident activates
a call light and when staff turn off the call light). The call light data allows management to also
investigate resident complaints related to call light response times.

6

Ali, Haneen, and Huiyang Li. “Use of Notification and Communication Technology (Call Light Systems) in Nursing
Homes: Observational Study.” Journal of medical Internet research vol. 22,3 e16252. 27 Mar. 2020, doi:10.2196/16252.
7 Tzeng, Huey-Ming et al. “The contribution of staff call light response time to fall and injurious fall rates: an exploratory
study in four US hospitals using archived hospital data.” BMC health services research vol. 12 84. 31 Mar. 2012,
doi:10.1186/1472-6963-12-84.
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Current Audit
During the current audit, we analyzed call light response times at each veterans’ home and
calculated average response times to determine if staff responded within five minutes to residents
requiring assistance. See Chart 2.
Chart 2
Average Call Light Wait Times Per Veterans’ Home Per Year
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Murfreesboro

Source: Management’s call light data for the period July 1, 2019, through June 30, 2021.

Based on the analysis, each veterans’ home’s average wait times were less than five minutes.

Medication Distribution to Veterans’ Home Residents
Medicine Distribution Process
One critical part of a resident’s care plan involves ensuring residents receive the correct
medications as prescribed by their physicians. When a physician prescribes medications to residents,
the homes’ clinical staff track medicine distribution to the residents using an electronic medical records
system called the Electronic Medication Administration Record (eMAR), which is
a module in the Point Click Care (PCC) system. According to clinical management,
nurses should not interrupt residents’ daily activities and should not distribute
medications to residents in room order to prevent creating an institutionalized
atmosphere. To distribute medicine to a resident, the nurse uses a secured rolling
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cart that contains medications for the residents with a computer on top that allows the nurse to access
the eMAR system in PCC. To administer medication, the nurse
1. checks their eMAR file to determine the medicines needed at a specific time;
2. pulls up the resident’s record, and the resident’s profile opens up on the screen;
3. verifies the resident is ready to take their medication and matches the resident to the profile
picture on the screen;
4. prepares the medicine as prescribed by a physician and administers it in the way the
resident prefers (for example, with water or crushed in applesauce);
5. reenters the resident’s room, calls the resident by name to verify the resident, then gives
the medicine to the resident;
6. makes sure the resident takes each medication; and
7. signs off that they distributed the medicine to the resident by clicking a button for each
medicine distributed.
If the resident is taking a narcotic, the nurse follows the same process but with two additional steps.
The nurse has to complete the resident’s narcotic form in the narcotic notebook. The narcotic form
is a running record of the medication prescribed, the nurse’s name, each time the nurse gives the
resident a narcotic, the dose given, and how many doses are left available to the resident. After the
nurse removes the narcotic from a second locked drawer on the cart and gives it to the resident, the
nurse must reconcile the number of pills still available in the pill pack to the form and report any
discrepancies.
In addition to management’s process to distribute medicines, a licensed pharmacist reviews
each resident’s medicine regimen monthly to identify irregularities in the regimen and make
recommendations to the resident’s physician and the Director of Nursing. Furthermore, the boardapproved “Medication Error Policy” requires the Quality Assurance Nurses at each home to conduct
quarterly medication pass audits 8 to ensure each resident receives their medication as prescribed by
their physician.
Results of the Prior Audit
In the October 2018 performance audit report, we reported that the on-duty nurses did not
document that they had distributed all doses of medicine to residents as prescribed for the week tested.
Management partially concurred with the finding, stating that they agreed nurses failed to document
distributing all medicines; however, they do not believe the nurses failed to administer medicines. In
the department’s six-month follow-up (also noted in management’s comment to this finding in the
8 According to the Centers for Medicare and Medicaid Services, a medication pass audit is an observation of the preparation

and administration of a drug or biological to determine if the nurse distributed the drug in accordance with physician
orders, the manufacturer’s specifications, and acceptable professional standards.
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audit report), management stated that the Director of Nursing or a designee will continue to review
the missed medication report daily (excluding non-worked days) and address any issues identified. The
Director of Clinical Services or designee will review the report periodically for accuracy.
Current Audit
We followed up on management’s corrective action for the prior finding to ensure that staff
followed the established medicine administration protocols. See Observation 2 for the
recommendation related to the quarterly medication pass audits for two homes.

Observation 2
Management should consistently document the quarterly medication
pass audits at the Clarksville and Murfreesboro veterans’ homes
According to the board-approved “Clinical Medication Error Policy,” “[t]he Quality
Assurance Nurse or designee will perform medication pass audits at least quarterly and report the
findings to the Director of Nurses and the Quality Assurance committee.” The purpose of the
quarterly medication pass audit is to ensure that the residents of the home are free from any type of
medication error and to verify that residents are taking their medication as prescribed. A medication
pass audit consists of observing on-duty nurses pass out medications to residents to ensure the nurse
gave the right medication, at the correct time, with appropriate assistance, and using appropriate
sanitation measures.
Based on discussions with the Quality Assurance Nurse at each of the homes, we noted that
the Clarksville and Murfreesboro homes document the medication pass audits by exception only,
which means that staff maintain documentation that they performed the audits only when they find
problems while conducting the medication pass audits. For the Humboldt and Knoxville homes, we
saw evidence of the medication pass audits, regardless of whether staff identified an issue. According
to management, it is an industry standard to report exceptions only. We believe management should
retain sufficient evidence to support whether staff have conducted these required medication audits.
In order to ensure medication pass audits are performed as required by policy, management should
ensure staff document the completion of these audits.

Management’s Comment
We concur. The Quality Assurance Nurse at each veterans’ home will be educated to
document the results of the medication pass audit whether concerns exist or not by December 30,
2022.
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Veterans’ Homes’ Centers for Medicare and Medicaid Services Five-Star Quality Rating
General Background
The Centers for Medicare and Medicaid Services’ (CMS) Five-Star
Quality Rating System assesses nursing homes nationally based on a five-star
rating to help consumers, family members, and caregivers find the best long-term
care options for their loved ones. The Medicare Care Compare Website 9 allows
the public to view the latest ratings for a nursing home at any time. To determine
a nursing home’s rating, CMS performs surveys 10 and collects multiple data points of each home, then
uses this information to calculate the star rating. Examples of CMS collected data points include
•

staffing levels of care providers, such as nurses, including staffing hours per resident per
day and staffing turnover rate; and

•

short- and long-term quality measures related to resident health outcomes.

Nursing facilities with five stars are considered to be above-average quality; conversely, nursing
facilities with one star are considered to have quality below average. CMS provides one overall rating
for each nursing home and a separate rating for health inspections, staffing, and quality measures. See
Table 5 for the Tennessee State Veterans’ Homes’ current star ratings, as of March 17, 2022.
Table 5
CMS Star Ratings by Nursing Home
Nursing Home*
Clarksville
Humboldt
Knoxville
Murfreesboro

Health
Inspections
3
3
5
3

Staffing
4
4
4
4

Quality
Measures
3
4
3
4

Overall Rating
4
4
5
4

*Nursing home names are based on their location to save space.
Source: Medicare’s Care Compare website.

The veterans’ homes’ management creates performance improvement plans to correct ratings
of 1 or 2 stars because these are considered below average. Management uses the plans to work toward
correcting deficiencies noted in CMS reports to ultimately improve their star rating. The performance
improvement plans include detailed information about the problem, how and when it was identified,
the cause, the plan of action, the end goal, if the goal was achieved, and the result of the review.
9

See https://www.medicare.gov/care-compare/.
During our audit period, the Tennessee Department of Health was responsible for conducting nursing home surveys,
which are health and safety inspections that are routine or involve complaints, to determine compliance with CMS
regulations. Effective, July 1, 2022, this responsibility transferred to the Health Facilities Commission.
10
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Results of the Prior Audit
In the 2018 performance audit, we reported a finding that the homes’ Quality of Resident
Care ratings had varied significantly despite the homes’ superior overall ratings. The Murfreesboro,
Humboldt, and Knoxville homes received two-star ratings, which CMS classified as below average, at
differing points during our audit period. Management concurred with the finding and stated in the
comment to the finding as well as in the six-month follow-up report that they will “continue to ensure
all the historical individual CMS rating components are maintained by the Director of Clinical
Reimbursement,” and that they will “continue to develop the Executive Performance Improvement
Projects that were implemented in May 2018 with focus on CMS quality measures.”
Based on our current audit, we identified no findings.

Complaint Handling and Reporting of Abuse Allegations

Our goal was to examine management’s actions to investigate and resolve resident
complaints and to report alleged abuse, neglect, or misappropriation of property to the
state to ensure residents are protected from harm.

General Background
To ensure veterans’ home residents receive care that enhances their quality
of life, residents and family members should have a way to communicate concerns
and complaints to veterans’ home management when the resident’s care or qualityof-life needs are not met. Residents and their families have multiple ways to submit
complaints regarding any facet of the resident’s life, including resident care, living
conditions, meals, and missing personal items. The homes’ complaint processes also
include ways for current or former employees and the general public to submit complaints regarding
issues ranging from employment practices to possible fraudulent activities.
Federal regulations require the timely resolution of allegations, including allegations of abuse,
neglect, and theft. According to Title 38, Code of Federal Regulations (CFR), Chapter 51, Part 70(f),
residents have the right to prompt efforts to resolve any grievances they may have. Furthermore,
according to the “Timely Follow-Up of Operational Complaints Policy,”
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Any complaints should be timely worked and resolved (when feasible). Timely should be
considered for reasonableness based on the complaint, the research needed for the complaint,
complainant response, etc.

Residents have the option to use any or all of three methods to file complaints to management.
We focused our work on the three methods:
•

management’s two hotlines—the CareLine and the Compliance Hotline,

•

concerns expressed at Resident Council meetings, and

•

grievance logs maintained by each home’s Social Services Department.

Complaint Hotlines
Executive management maintains the board’s two hotlines, and the hotline telephone numbers
are posted at each home. Since 2015, residents and employees can call
CareLine Hotline
the CareLine to report complaints about a resident’s care or
employees’ working conditions. The board established the
1-877-315-1816
Compliance Hotline in 2013 to allow individuals to report financialrelated complaints, such as allegations of fraud and other issues that
Compliance Hotline
do not involve quality of care. Management has received a total of
1-888-254-7088
136 calls from both hotlines during our audit period. See Table 6.
Table 6
CareLine and Compliance Hotline Calls
July 1, 2018, Through April 12, 2022
Hotline
CareLine*
Compliance†
Total

2018
11
3
14

2019
27
9
36

2020
32
18
50

2021
19
9
28

2022
6
2
8

Total
95
41
136

* Management shifted the responsibility for answering and logging the CareLine’s calls to the Executive Assistant for the
Executive Director on February 24, 2019.
† The Compliance Hotline received four calls that management determined were wrong numbers or otherwise not
applicable to services the homes provided. All other Compliance Hotline calls related to employee relations or resident
care and were added to the CareLine log.
Source: Board management.

For both hotlines, board policy requires management to log
•

a description of the complaint, the name of the complainant (unless anonymous), the date
received, and the veterans’ home involved;

•

the person(s) assigned to investigate the complaint;
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•

relevant documentation of all steps taken to research and resolve any complaints, including
o all dates of follow-up with complainants;
o documentation regarding the complaint and discussion with complainants;
o other relevant documentation used to support the complaint resolution; and

•

the date the complaint was resolved.

CareLine Process
The central office’s Executive Assistant is responsible for answering the CareLine, entering the
calls on a log, and forwarding the call information to the Executive Director. The Executive Director
or Executive Assistant then refers these hotline complaints to the member of management equipped
to handle them. For example, if someone called in a complaint concerning a specific home,
management would notify the home’s administrator, who is responsible for investigating the
complaint. Once management investigates the complaint, they notify the Executive Assistant of their
results by email. They may include documentation, or the documentation may remain at the home,
depending on the nature of the complaint. The Executive Assistant documents the resolution and
closure of the complaint, including the date of resolution, on the CareLine log.
Compliance Hotline Process
The central office’s Financial Compliance Officer answers the Compliance Hotline and
records the calls on the compliance log. The Financial Compliance Officer notifies the Executive
Director of the allegations received or, if the Financial Compliance Officer receives an allegation about
the Executive Director, he will notify the board of directors. If he determines that an investigation is
necessary, the Financial Compliance Officer conducts the investigation and produces a report. If a call
is more suited for the CareLine, the Financial Compliance Officer refers the call to the Executive
Assistant to record on the CareLine log.
Resident Council Meetings
Title 38, Code of Federal Regulations, Chapter 51, Part 100, requires nursing homes to establish
a Resident Council that meets at least quarterly and to document any concerns that the council submits
to management. Each of the veterans’ homes normally holds monthly Resident Council meetings,
where residents discuss concerns and issues including entertainment options, dietary and personal care
needs, medication administration, or clinical care concerns. 11 Each home’s activity staff coordinate the
meetings and document the residents’ concerns in minutes. Activity staff then forward the residents’
concerns or grievances to the appropriate departments for follow-up and resolution. Staff should
record any of the council’s concerns on the home’s grievance log and document whether or not staff
11

At the start of the COVID-19 pandemic, staff surveyed residents in their rooms instead of gathering for meetings.
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were able to resolve the grievance. The Clarksville home also uses a Resident Council Concern
Response form to document the resolution.
Social Services Department’s Grievance Logs
According to 38 CFR 51.70, residents have the right to voice grievances without the fear of
retribution and the right to prompt effort by the facility to resolve the grievance. Residents can also
report individual complaints to the Social Services Department at each of the four veterans’ homes.
Social Services staff complete a resident grievance complaint form and then add it to the grievance log.
Social Services staff investigate grievances, such as missing or broken personal items, dietary needs, or
personal care needs, and they may forward them to other departments at the veterans’ homes for
action. The Social Services staff or head of the applicable department will speak with staff involved in
the complaint. Once they gather all statements and facts and propose a resolution, they will discuss
the matter with the resident or their family. Staff note the resolution on the resident grievance
complaint form and obtain the resident’s or family member’s signature. For example, if a personal
item is missing and the resident or their family provides a receipt to Social Services staff, the homes
will reimburse the resident for the item. Social Services staff then record on the grievance log the
resolution, date, and with whom it was discussed.
Process for Investigating Complaints Alleging Abuse or Neglect of a Resident
Title 42, Code of Federal Regulations, Chapter 483, Part 12, requires veterans’ home
management to develop and implement written policies and procedures to prevent the abuse, neglect,
and exploitation of residents, and the misappropriation of their property. According to the boardapproved policy, “Abuse & Neglect of Residents and Misappropriation of Residents’ Property,”
management complies with the federal regulations to minimize abuse or neglect of residents by
performing background screenings on potential new hires; providing staff orientation and training;
and making residents, families, and staff aware of the methods to report abuse or neglect to
management. Management also stated that information on how to report abuse and neglect is posted
at each veterans’ home.
According to management, as required by 42 CFR 483.12(c)(1), if an individual reports an
allegation of abuse, neglect, exploitation, or misappropriation of property, the administrator of the
resident’s home must notify the Tennessee Department of Health 12 within two hours of the alleged
incident if it involved abuse or serious bodily injury. If it did not involve abuse or injury, they should
report the issue within no more than 24 hours. The administrator or another designated staff member
reports the allegation to the Department of Health by logging into the department’s Incident
Reporting System. If the allegation takes place when a staff member with system log-in credentials is
not available, the administrator or staff member faxes the initial report to the department. The
department determines whether to investigate the allegation. At the same time, management enacts a
safety plan to protect the resident and begins its own investigation. They suspend the employee
12

Effective July 1, 2022, management reports these allegations to the Health Facilities Commission.
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pending the results of management’s investigation. When the administrator concludes the
investigation, they add the documentation to the case file and provide it to the Department of Health.
If management substantiates the allegations, management terminates the employee; otherwise, the
employee returns to work. According to management, they may provide refresher training to staff or
reimburse the resident for missing property.
Results of the Prior Audit
In the 2018 performance audit, we noted a finding that the veterans’ homes did not have
comprehensive policies in place for documenting, addressing, and monitoring the resolutions of
complaints received from residents and employees through the CareLine and Compliance hotlines,
the Resident Council, and the grievance logs. Management concurred and stated they were developing
procedures with consistent requirements for documenting, retaining, reviewing, and resolving
resident, family, and staff complaints. They planned to implement the procedures by December 1,
2018. Management also stated they would periodically perform random monitoring to test
compliance. According to management’s six-month follow-up report, management stated they
implemented the procedures and provided training to staff on November 30, 2018.
Current Audit
In addition to following up on the prior audit findings, we extended our work to examine
management’s process to report allegations of resident abuse, neglect, and exploitation, as well as
misappropriation of resident property. See Finding 3 and Observation 3.

Finding 3
The board and management should verify the satisfactory resolution of
complaints made by residents and their families
Condition, Effect, and Criteria
Based on our review, management
developed and the board approved consistent
policies and procedures to record complaints made
by residents and their families and to document
complaint resolutions, including various logs and
forms used by the homes. Management, however,
did not maintain documentation that veterans’
home staff addressed and resolved the complaints,
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By not documenting complaint
resolutions, management increases the
risk that staff will not (1) meet residents’
needs or (2) report allegations of abuse
and neglect, which could result in
investigative action delays.

as required by their policy. 13 Without sufficient documentation to determine whether complaints have
been resolved, the board and management cannot ensure that staff have addressed concerns of
residents, which is important to the operation of a nursing facility. Without sufficient documentation
of complaint resolution, management increases the risk of abuse, neglect, or injuries to residents, in
addition to delayed investigative actions required by state and federal agencies.
Grievance Logs
Federal regulations state that residents have a right to voice grievances without fear of
retribution and a right to prompt resolution from the facility. 14 While we noted that the veterans’
homes in Clarksville, Knoxville, and Humboldt improved their processes for documenting the intake
and resolution of resident complaints and grievances through the board’s various channels, we could
not determine if management at the Murfreesboro veterans’ home resolved 6 of 28 grievances (21%)
we tested. According to the grievance log, the residents reported missing personal items, needing
personal care assistance, and requesting showers. We requested documentation to verify that
management took action to resolve the grievances, but management could not provide any records or
documentation of the corrective action.
Resident Council
Based on our review of concerns expressed at
Resident Council meetings during calendar year 2021,
38 CFR 51.100(c), states: “The facility
because of the lack of documentation, we could not
management must document any
concerns submitted to the
determine if veterans’ homes management addressed
management
of the facility by the
and resolved the concerns. We reviewed grievance logs,
[resident] council.”
Resident Council Response forms, and any other
documentation available to determine if management
of the Humboldt, Knoxville, and Murfreesboro veterans’ homes resolved the concerns. Specifically,
management could not provide evidence of complaint resolution and thus we could not determine if
management addressed and resolved the
•

11 concerns we reviewed for the Humboldt home,

•

6 concerns we reviewed for the Knoxville home, or

•

6 concerns we reviewed for the Murfreesboro home.

These concerns included missing personal property, responses to call-light alerts, and showers, as noted
in Observation 3.

13
14

“Timely Follow-Up of Operational Complaints Policy.”
Title 38, Code of Federal Regulations (CFR), Chapter 51, Part 70(f).
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Abuse Complaints Not Reported to Department of Health Timely
Federal regulations also require facilities, like the veterans’ homes, to take immediate action to
curtail potential abuse and protect their residents. According to 42 CFR 483.12(c)(1), the homes must
report allegations of abuse, neglect, mistreatment, exploitation, and misappropriation of property to
the state survey agency 15 within 2 hours of the allegation if the events involve abuse or serious bodily
injury; otherwise, such allegations must be reported within 24 hours.
We examined a sample of 25 cases that management reported to the Department of Health to
determine if management reported them to the department within the timeframes required. We found
the following.
•

Veterans’ home management could not locate five case files related to allegations that had
occurred at the Murfreesboro home. Because we could not review the case files, we do not
know the nature of the allegations or how timely management reported to the department.
Management stated that they did not know why the five files were missing.

•

For seven 16 cases (32%), management did not report the allegations to the Department of
Health within two hours. Five of the allegations alleged abuse, and two alleged neglect. 17
According to management, they believed they complied with the reporting requirement,
and it was possible that they faxed the allegations to the Department of Health within two
hours; however, management did not comply with the two-hour federal reporting
requirement based on evidence in the case files. Based on our review, management
conducted an internal investigation into these cases, and the allegations were not
substantiated.

Risk Assessment
According to Green Book Principle 7, “Identify, Analyze, and Respond to Risks,”
7.02 Management identifies risks throughout the entity to provide a basis for analyzing
risks. Risk assessment is the identification and analysis of risks related to achieving the defined
objectives to form a basis for designing risk responses.

We reviewed management’s December 2021 Financial Integrity Act Risk Assessment and
determined that management did not identify the risks related to

15

The Department of Health was Tennessee’s state survey agency until July 1, 2022, when this designation transferred to
the state’s Health Facilities Commission.
16 The seven cases included three in Clarksville, three in Murfreesboro, and one in Humboldt.
17 42 CFR 488.301 defines neglect as “the failure of the facility, its employees or service providers to provide goods and
services to a resident that are necessary to avoid physical harm, pain, mental anguish, or emotional distress.”
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•

not resolving all complaints or concerns expressed by residents or their family members;
or

•

not reporting potential abuse, neglect, exploitation, or misappropriation of property or the
results of their internal investigations to the Department of Health in a timely manner.

Cause
Although management defined the responsibility to maintain documentation in policy, staff
did not fulfill this responsibility. Management stated that they did not know why resolutions to
residents’ complaints on the grievance log and Resident Council concerns were not properly
documented but said in some cases it could have been due to staffing issues caused by the COVID-19
pandemic. Although management believed they had reported all allegations of abuse and neglect, they
did not know why the five files were missing or why they could not find documentation of timely
reporting.

Recommendation
The Executive Director should ensure that staff respond to complaints
made by residents and ensure that all resolutions are documented and
closed. The Executive Director should also ensure staff timely report and
maintain evidence of allegations of abuse, neglect, exploitation, or the
misappropriation of residents’ property to the Health Facilities
Commission.
Management should implement effective controls to address the risks
noted in this finding, update the risk assessment as necessary, and take
action if deficiencies occur. As part of this process, management should
assign staff to continually monitor risks and assess mitigating controls.
Management’s Comment
We do not concur that management did not timely report allegations of abuse, neglect,
exploitation, or misappropriation of resident’s property to the Health Facilities Commission. The
veterans’ homes have not been cited for abuse or failure to report abuse over the past 4 years by CMS
or VA. The homes were not cited for late reporting by Department of Health if/when they
investigated the allegation. All facilities were in compliance with reporting compliance and/or
investigation as evidenced by the lack of citations. The population used for this objective was the
Department of Health reporting system which is an indication it was submitted. Resident and family
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complaints will be included in quality assurance meetings. Veterans’ homes management will add
this to the clinical annual risk assessment.

Auditor’s Comment
We reviewed management’s comment. Because management did not provide evidence to
substantiate they complied with the federal reporting timeframes to the state, we did not revise our
finding.

Observation 3
During Resident Council meetings, the residents of each home expressed
persistent concerns that, if left unresolved, could negatively impact the
residents’ quality of life
During our review of each veterans’ home’s Resident Council minutes for calendar year 2021,
we noted repeated concerns during several meetings.
•

Several council members at the Clarksville home stated that staff did not answer residents’
call lights in a timely manner, especially for residents needing help with personal hygiene
tasks, particularly during mealtimes. As shown on Chart 2 on page 24, we found that
Clarksville’s clinical staff responded to call lights within an average of 1 minute, 30
seconds, but, based on our review of the resident council documentation, the East Unit
Manager instructed staff to respond immediately to call lights, turn the call light off,
address urgent concerns, and come back later for nonurgent concerns if they were already
busy with another task.

•

Residents at the Humboldt home expressed concerns with the home’s nursing and certified
nursing assistant staffing levels. Residents also complained about the limitations of wireless
internet. Council members stated that the television channels are limited at the Humboldt
home and would like to use streaming services. During the COVID-19 lockdown, they
also could not meet with family members online due to the slow wireless internet
connections.

•

Several Knoxville home residents reported issues with the water temperature when taking
a shower.

•

Residents at the Murfreesboro home also noted concerns about nursing and nursing
technician staffing levels. They believed there is low morale among staff. Residents also
expressed concerns that nurses did not always assist nursing technicians when responding
to call lights.
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The board should analyze recurring resident complaints and direct management to investigate the root
cause of these issues, to take appropriate actions to address them, and to document such actions for
the board’s review. To ensure they address all complaints, the board should utilize all methods available
including the home’s Quality Assurance and Assessment Committee. For more information about
the committee, see page 46.

Management’s Comment
We do not concur. Management reviews complaints and addresses the complaints. The
at each home is above the state and VA staffing requirements. Internet Provider changed in
April 2022. There have been no instances known by management that residents’ concerns were not
addressed appropriately and timely. Veterans’ homes will continue to address resident concerns in a
timely manner. Veterans’ homes will continue to review the concerns in QA subcommittee quality of
life meeting.

PPD 18

Auditor’s Comment
The board should continue to analyze recurring resident complaints and direct management
to investigate the root cause of these issues, to take appropriate actions to address them, and to
document such actions for the board’s review.

Resident Admissions

Our goal was to review management’s resident admission process and determine whether
homes maximized veteran admissions by maintaining wait lists and monitoring
nonveteran occupancy.

Admission Requirements
The network of Tennessee State Veterans’
Homes is designed to meet the level-of-care needs
for veterans and their families. The four veterans’
homes provide eligible veterans with home-like
environments and appropriate care to meet their
18 The

As of March 1, 2022, a total of 368
veterans and family/caregivers
resided in the state veterans’ homes.
Source: Point Click Care System.

daily number of hours of care per resident per day (PPD). PPD is based on an average acuity level of the whole.
This level decides the amount of nursing hours allotted per day in the nursing department. (https://tobinway.com/ppd/.)
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needs. In order to provide a high quality of care for the state’s veterans, management established an
admission process to ensure residents meet specific criteria as established in Title 42, Code of Federal
Regulations, Part 438, Section 15. For a prospective resident to be admitted into a veterans’ home, they
must be a veteran who was honorably discharged from active service, although veterans’ spouses and
Gold Star parents are eligible for admission if space is available. During our audit period, management
admitted 1,623 residents. From July 1, 2018, through March 15, 2022, management admitted 1,623
residents and discharged 1,661 residents. 19 We focused our audit on analyzing veteran and nonveteran
occupancy rates at each home and whether the homes’ management maintained wait lists in
accordance with the state rules and to ensure fairness of admission.
Admission Process
Veterans must submit an application and the required documentation to the specific veterans’
home of their choice. To assess eligibility for potential residents, admission staff review documentation
such as a U.S. Department of Defense-issued DD-214 form, “Certificate of Release or Discharge from
Active Duty,” 20 or marriage records. When staff determine a veteran’s admission eligibility, staff will
also analyze how the potential resident will pay for his or her residence in the home. After verifying
payor sources, admission staff determine if the home can meet the prospective resident’s individualized
health care needs by administering a psychiatric evaluation to document any mental illnesses an
individual may have and by reviewing the individual’s medical history. If the homes cannot meet the
prospective resident’s needs, staff will deny the admission.
Admission staff must take into consideration the number of veterans that are currently in the
facility before admitting a nonveteran, such as a spouse, Gold Star parent, or widow to stay in
compliance with the law. According to Title 38, United States Code, Chapter 81, Section 35(a)(4);
Section 58-7-113, Tennessee Code Annotated; and board policy, although nonveteran family members
can be admitted as a resident, a veterans’ home may not have more than 25% of its beds at any one
time occupied by nonveteran residents. If a home’s nonveteran occupancy rate exceeds 25% on any
given day, these laws require management to reduce the number of nonveteran residents.
Wait Lists for Admissions
As required by Chapter 1200-13-01-.06(3) of the Rules of Tennessee Department of Finance and
Administration, Division of TennCare (the Rules), 21 and the Veterans’ Homes Executive Office “Wait

19

Discharged residents are those individuals no longer receiving care from the facility, including those residents who have
died.
20 A veteran receives upon discharge from the U.S. armed forces a DD-214 form, which identifies the veteran’s condition
of discharge (such as honorable discharge). Nonveteran applicants would provide their spouse’s or child’s documentation.
21 The Rules were promulgated due to a 1990 federal court ruling in Linton v. Tennessee Commissioner of Health and
Environment.
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List Policy,” 22 management must offer prospective residents the opportunity to be added to a wait list
if the home has no beds available. As Medicaid-participating entities, the homes are required by the
Rules to admit residents on a first-come, first-served basis to prevent staff from placing preference on
payor source. Payor sources include the U.S. Department of Veterans Affairs (VA), 23 Medicare,
Medicaid, private insurance, or private pay. 24 According to the Rules, admission staff must collect the
following information via phone from prospective residents who want to be added to the home’s wait
list:
•

the applicant’s name,

•

the name of a contact person or designated representative other than the applicant,

•

addresses of the applicant and the contact person or designated representative,

•

telephone numbers of the applicant and the contact person or designated representative,

•

the name of the person or agency referring the applicant to the home,

•

the applicant’s sex and race,

•

the date and time of the request for admission,

•

the reason(s) for refusal/non-acceptance/other action taken pertaining to the request for
admission,

•

the name and title of the veterans’ home employee taking the application for admission,
and

•

a notation stating whether the applicant expects to be eligible for Medicaid at the time of
admission or within one year of admission.

Admission staff add the prospective resident’s information to an Excel spreadsheet that contains the
required information. Admission staff then mail a letter to the prospective resident to inform them of
their position on the wait list and to provide details on how to remain on or be removed from the wait
list. At this time, the prospective resident does not have to apply for admission. If a bed becomes
available, admission staff may contact individuals on the wait list to offer them admission to the
veterans’ home. If the prospective resident denies an available bed three times but wishes to remain on
the wait list, admission staff are required to move the individual to the end of the wait list.
See Table 7 for the total number of individuals on each home’s wait list.

22

The board also implemented the “Wait List Policy,” approved on August 27, 2013, which details the wait list
requirements in order to comply with TennCare Rules.
23 The VA covers all of a potential resident’s cost if a veteran has a 70% or greater service-connected disability.
24 The potential resident or family pays the costs out of pocket.
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Table 7
Total Number of Prospective Residents on Wait Lists in 2022
Murfreesboro*

Clarksville*

Knoxville*

Humboldt†

Total

108

87

326

64

585

* Wait list total as of February 24, 2022.
† Wait list total as of March 1, 2022.
Source: The Finance Director of the Tennessee State Veterans’ Homes.

According to the Rules, management may bypass the wait list and admit a veteran due to
specific circumstances, such as a veteran needing continued medical care upon discharge from a
hospital. Because nursing facilities place residents of the same gender together in each room, if a bed
is available, management may have to admit veterans based on gender for that particular room.
Furthermore, management may have to admit veterans that are removed from another facility as a
result of that facility’s withdrawal from the Medicaid program.
Wait List Update Process
The Rules also state that the wait lists “should be updated and revised at least once each quarter
to remove the names of previous applicants who are no longer interested in admission.” Each quarter,
the veterans’ home admission staff send letters to each individual on the wait list instructing them to
call the facility. If the individual does not respond to the letter, admission staff attempt to contact
them three times, first by telephone and then via a follow-up letter informing the individual of the
wait list update process and giving them an opportunity to remain on the wait list. After three
consecutive attempts, the admission staff remove the individual from the wait list and mail them a
final letter to notify them.
To comply with the Rules, admission staff must document that they attempted to contact
individuals on the wait lists. The documentation must include at least the applicant’s name; the date
and time of contact; the contact method (telephone, letter, etc.); the reason for contact; the person
contacted (applicant, contact person, or other designated representative); the name of the veterans’
home employee making the contact; and a log summarizing the communication between the veterans’
home employee and the applicant.
Results of the Prior Audit
In the October 2018 performance audit, we reported a finding that management did not
ensure the wait lists for the Clarksville, Knoxville, and Humboldt homes contained necessary
information or were updated as required by both state rule requirements and internal policies and
procedures. In addition, our testwork revealed that the Admissions Directors did not document
whether they contacted each person on the wait list quarterly to verify whether they wanted to remain
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on the wait list. We also noted that each home used their own wait list template and that the employees
were trained in the proper procedures, yet staff did not follow the template.
Management concurred with the finding and stated in the audit report and in the six-month
follow-up report that they provided training to key staff responsible for the wait list information on
September 18, 2018. They stated that they re-educated staff on the state rules for the wait list and the
importance of obtaining all information. Management indicated they created a standard wait list
template and provided it to all homes on November 1, 2018. Furthermore, management planned to
monitor the homes’ compliance with the new wait list format.
The Financial Compliance Officer for the veterans’ homes issued an internal monitoring
report on July 24, 2019, detailing the homes’ corrective actions of the prior audit finding. In this
report, the Financial Compliance Officer found that the issues noted in the prior audit still existed.
The Director of Clinical Compliance stated that the Murfreesboro home issued an improvement plan
in response to the internal report. The Clarksville, Humboldt, and Knoxville homes did not submit
improvement plans.
Current Audit
To follow up on management’s corrective action taken in response to the 2018 audit finding,
we reviewed the veterans’ homes wait lists to determine if management ensured all veterans’ home
locations properly maintained and updated the wait lists in accordance with the Rules.
We also analyzed the veterans’ homes’ admission data to determine if they met federal
requirements related to veteran/nonveteran occupancy. See Table 8.
Table 8
Tennessee State Veterans’ Homes’ Occupancy
At June 30, 2022
Home

Veterans

Nonveterans

Total Residents

Clarksville
Humboldt
Knoxville
Murfreesboro

67
86
92
71
316

14
14
21
6
55

81
100
113
77
371

Percentage of
Nonveteran Residents
17%
14%
19%
8%

Source: Auditor prepared using admission data in Point Click Care, the board’s medical records system.

See Observations 4 and 5 as well as Appendix 1 for the results of our conclusions.
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Observation 4
To better serve veterans awaiting admission, management should
develop a plan to optimize revenue to hire staff
As noted in Table 7, there are a total of 585 prospective residents on the homes’ wait lists. We
analyzed the occupancy of each veterans’ home from July 2018 through January 2022, to examine
changes in occupancy over time. While the homes were operating near full capacity in fiscal year 2019,
the capacity began to drop during the COVID-19 pandemic, especially during the first quarter of
fiscal year 2021 (quarter beginning July 1, 2020). See Chart 3. According to management, the decrease
in resident admissions during 2020 is a direct result of staffing turnover caused by the COVID-19
pandemic. During the pandemic while people worked from home, management stated that family
members discharged residents from the facility to care for them at home.
Chart 3
Tennessee State Veterans’ Homes Occupancy Percentage
July 2018 Through January 2022

Source: Auditor prepared using admissions data in Point Click Care, the board’s medical records system.

We also calculated bed occupancy at each home to determine the number of beds available at
June 30, 2022, and found that, in total, 157 of the homes’ beds (30%) were available to serve veterans.
See Table 9.
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Table 9
Veterans’ Homes Bed Capacity Compared to Occupancy at June 30, 2022
Home

Bed Capacity

Clarksville
Humboldt
Knoxville
Murfreesboro

108
140
140
140
528

Bed
Occupancy
81
100
113
77
371

Available Beds
27
40
27
63
157

Percentage of
Bed Capacity
25%
29%
12%
45%
30%

Source: Auditor prepared using data in Point Click Care.

Based on our discussions with management, they stated that during the pandemic admission
referrals to the veterans’ homes from hospitals and other healthcare facilities decreased. As documented
in minutes to the January 2021 board meeting, management lost approximately 150 employees in
calendar year 2020. Management also stated they initiated a reduction in force 25 in September 2020,
but they subsequently decided, rather than eliminate positions, they would not fill vacant positions.
Furthermore, management stated in the April 2022 board meeting that clinical staff were working
overtime due to vacant positions.
The Tennessee State Veterans’ Homes Board does not receive state appropriations but instead
generates operating revenue from the collection of residents’ benefit payments from sources that
include the U.S. Department of Veterans Affairs, Medicare, TennCare, residents’ private insurance,
or residents themselves. This resident-based revenue stream is necessary to ensure the homes have
sufficient staffing to care for the veterans.
Without sufficient recurring operating revenue, the board cannot hire adequate staffing and
may be unable to admit veterans that need their services even when beds are available.
We recommend that the board develop a plan to serve veterans requesting services to the extent
that beds are available. The plan should include for revenue maximization to hire sufficient staff so
that resident admissions are a priority.

Management’s Comment
We do not concur. The Tennessee State Veterans’ Homes Board faces the same hiring and
retention challenges as the rest of the nation. The nursing shortage is a national crisis. The occupancy
rate at three of the four homes is above the TN average. Staffing is above the state and federal required
PPD. The annual budget is reviewed and approved by the Comptroller and Commissioner of Finance
and Administration.

25

A reduction in force occurs when an employer eliminates positions with no intention of replacing them.
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Auditor’s Comment
Given the available beds and the existing waitlist, the board should continue to consider all
possible options to address staffing in order to better serve veterans awaiting admission.

Observation 5
To comply with the state’s rule governing veterans’ wait lists,
management should monitor each home’s wait list process
In response to the prior audit finding,
management developed a standard wait list template and
If the wait lists are not maintained
re-educated employees on the requirements for
with up-to-date information,
maintaining and updating the wait lists in accordance
management increases the risk of
with Chapter 1200-13-01-.06(3) of the Rules of
delaying a veteran’s admission to
Tennessee Department of Finance and Administration,
the homes.
Division of TennCare. Although management made
improvements, we still found noncompliance with the
rules and potential fairness issues. Staff who maintain the wait list stated that management did not
provide appropriate wait list training to newer employees to ensure they were aware of TennCare’s
rule requirements. As a result, staff did not properly update the wait lists to ensure fairness in the
admission process and did not obtain all required information from prospective residents to be added
to the wait lists. Table 10 provides information as to each home’s incomplete wait list requirements.
Table 10
Admission-Related Wait List Requirements Not Completed26
TennCare Rule Requirements
Rule Line
Item

Murfreesboro

Clarksville

Knoxville

Humboldt

108

87

326

64

Complete

Complete

Complete

Complete

Complete

Complete

Number of Applicants

Not Complete
6

Sex and race of applicant

A notation stating whether the
applicant is anticipated to be
Medicaid eligible at the time of
10
admission or within one year of
admission
Source: Auditor prepared using testwork results.

26

41 of 108
38%
Not Complete
21 of 108
19%

We found other Rule noncompliance that did not impact admission.
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By not documenting whether an applicant may be Medicaid [TennCare] eligible at the time
of, or within one year of admission, management may not be adequately prepared to assist veterans
and their families during the TennCare eligibility process.
We examined whether management sent quarterly update letters to veterans during our audit
period, July 1, 2018, through March 1, 2022 (which consists of 14 quarters), to determine if the
veterans wished to remain on the wait lists. We found that two homes failed to send quarterly update
letters or failed to maintain documentation that the letters were sent as required by the rule.
•

Humboldt – We noted the case manager responsible for maintaining the wait list has not
mailed the required quarterly update letters to all 64 prospective residents on the wait list
since May 20, 2020 (six quarters), to see if they still want to be on the wait list.

•

Clarksville – We noted the case manager responsible for maintaining the wait list is
maintaining a record of when an individual on the wait list responds via telephone;
however, the case manager is not maintaining a record of when each quarterly update letter
is mailed for the 14 quarters during our audit period.

We also noted admission staff at three homes (Murfreesboro, Humboldt, Clarksville) did not move
potential residents to the end of the list following the applicant’s third refusal of an available bed for
the 14 quarters during our audit period. We did not find any issues with the quarterly contact
requirements at the Knoxville home.
Management should ensure new employees have the appropriate training to ensure each
employee is aware of TennCare’s wait list requirements and knows how to properly maintain and
document the required information on the wait list template. Furthermore, management should
implement ongoing monitoring procedures to ensure the operating effectiveness of the wait list
procedures.

Management’s Comment
We concur. The Financial Compliance Officer provided training to veterans’ homes staff on
April 4, 2022. The Financial Compliance Officer will periodically monitor the wait list for
compliance.
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Quality Assurance and Performance Improvement Program
Our goal was to review the Tennessee State Veterans’ Homes’ quality assurance program
and determine whether management is taking the appropriate action to address resident
needs. This included reviewing whether management’s committees and subcommittees
held their required meetings and oversaw the quality of services provided at the homes.

General Background
The board is responsible for meeting its
Although we examined management’s
mission to provide satisfactory quality of care to its
process to investigate complaints in the
residents while also fostering confidence with
Complaint Handling and Reporting of
family members that their loved ones are in a
Abuse Allegations section, in this
healthy and safe environment. Title 42, Code of
section, we focused our audit work on
Federal Regulations (CFR), Chapter 483, Part 75,
the board’s federally required quality
requires long-term care facilities like the veterans’
assurance program, which management
homes to develop, implement, and maintain an
uses to evaluate and improve service
delivery to its residents.
effective, comprehensive Quality Assurance and
Performance Improvement program. It requires
facility management to identify areas of performance improvement, implement actions for
improvement, and track the actions to ensure the improvements are successful for the long term. To
comply with this guidance, on May 13, 2015, the board approved management’s quality assurance
policy, which established a Quality Assurance and Assessment Committee at each of the four veterans’
homes. The committee meets quarterly and oversees four subcommittees:
Direct Care and Infection Control

addresses all hands-on aspects of medical treatment, such as
medicine distribution and physical therapy

Operations/Indirect Care

addresses any other aspects of care that are performed on
residents’ behalf, such as laundry service

Quality of Life

focuses on improving and maintaining the residents’
quality of life, such as addressing incidents between
residents or between residents and staff that could
negatively affect a resident’s self-esteem, self-worth, and
dignity

Safety

addresses any potential dangers in the home or with medical
equipment
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These subcommittees meet monthly and report to each home’s Quality Assurance and
Assessment Committee. The committee and subcommittees at each home have designated members,
including the chair. See Appendix 3 for the committees’ and subcommittees’ membership and
meeting frequency.
The committee and subcommittees collect information on issues related to care from various
sources, including concerns from clinical and administrative staff, residents, and families, as well as
information from state inspection reports, internal operational reports, or emerging trends in the
health care industry. The committees and subcommittees identify and assess the severity of potential
issues by considering multiple factors, such as the prevalence of the issue, as well as its impact on
residents’ quality of life, care, safety, and autonomy. If they determine staff need to address an issue,
the committee or subcommittee administers corrective action through a performance improvement
plan, which documents what actions must be performed and who will perform these actions. The
committee and subcommittee evaluate ongoing, corrective action by reviewing these performance
improvement plans during meetings.
For example, the Direct Care subcommittee may compare the percentage of a home’s residents
who are prescribed antianxiety/hypnotic drugs with the national average for nursing homes. The
subcommittee obtains the percentages from the home’s own medical records system and compares
them to the Centers for Medicare and Medicaid Services’ data report showing national and state
averages. If the home’s percentage is higher than average, the subcommittee and main committee may
decide to develop a performance improvement plan. This plan would include information on potential
causes for the higher rate, along with a plan of action to reduce the rate. The subcommittee and main
committee will then monitor the results in future meetings to determine if the percentage has been
reduced.
Program Documentation
Federal regulations 27 require each facility to maintain documentation of its quality assurance
program. Each committee and subcommittee prepare minutes of meeting discussions. The chair
reviews, signs, and dates the meeting minutes. If the committee makes recommendations for
improvement, they develop performance improvement plans to document the development,
implementation, and evaluation of corrective actions or performance improvement activities. During
our audit period, the homes produced approximately 80 performance improvement plans. Some
examples of the issues addressed included reducing resident fall risk, the prevalence of certain
prescription medications, and infection prevention.

27

42 CFR 483.75(a)(1).
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Results of the Prior Audit
In the 2018 performance audit report, we noted a finding stating that management was unable
to provide minutes showing that the quality assurance committees and subcommittees met as often as
required. Additionally, the minutes indicated that the committees did not resolve certain ongoing
operational issues. Management concurred and stated that they implemented a standard format for
meeting minutes as of September 2018. They also stated that the Director of Clinical Reimbursement
was assigned to review and maintain all committee and subcommittee minutes and to ensure that
operational issues identified by the committee and subcommittee were resolved, if possible. The
homes’ six-month follow-up report reiterated this response. It also stated that the Executive Director
provided training on the quality assurance policy on November 29, 2018.
Current Audit
We reviewed the meeting minutes for each quality assurance committee and subcommittee to
ensure they met as required, and we reviewed management’s actions to monitor improvements to
improve quality of life for residents. See Observation 6.

Observation 6
To ensure residents’ needs are addressed, executive office management
should work with the homes to ensure the quality assurance
subcommittees meet as often as required
Since the prior audit, we noted that management made improvements by documenting
meeting minutes and issuing project improvement plans. During the current audit, we found that
each home’s quality assurance committees and the subcommittees at the Humboldt home met as
required; however, three homes’ subcommittees still did not meet as often as required in calendar year
2021. The board-approved Quality Assurance Performance Improvement Operations Policy states
that
each sub-committee will meet at a minimum on a monthly basis and are not to be combined
with one another (must have separate, distinct monthly meetings). To minimize workload
and redundancy, the 4 sub-committees may be combined every quarter with the quarterly
Quality Assurance Performance Improvement Committee meeting. If for some reason a
monthly sub-committee cannot be scheduled and conducted, it must be done in the first 10
days of the next month.

Based on the policy, each subcommittee should have met eight times during the year (every
month that the main committee did not hold their quarterly meeting). Based on an examination of
all available minutes, we noted that three veterans’ homes did not hold all of the subcommittee
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meetings (see Table 11). Management stated they believe the subcommittees did not meet because of
COVID-19-related staffing issues. We did not find any issues related to the subcommittees at the
Humboldt veterans’ home.
Table 11
Number of Missed Subcommittee Meetings by Veterans’ Home
Calendar Year 2021
Subcommittee
Direct Care
Indirect Care
Quality of Life
Safety
Total

Number of Missed Meetings
Clarksville
Knoxville
Murfreesboro
3
3
3
2
3
3
2
1
3
11
1
11

Source: Auditor created based on audit results.

Based on our review, executive management did not monitor the number and frequency of
subcommittee meetings. The Executive Director should ensure these subcommittees meet in
accordance with federal requirements and internal policies.

Management’s Comment
We concur. The Director of Clinical Reimbursement will continue to monitor the federally
required Quality Assurance meeting for compliance and the subcommittees for internal policy
compliance. Deviations will be reported to veterans’ homes management, as well as the Executive
Director.

Direct Care Provider Payments
Our goal was to ensure management addressed the issues that resulted in payments for
fraudulent claims.

To provide quality medical care to the veterans’ homes’ residents, the veterans’ homes contract
with physicians to serve as medical directors or allow the residents’ chosen medical providers—
physicians, specialists, and qualified non-physician practitioners––who travel to the veterans’ homes
to visit, evaluate, and treat residents by administering primary physician services as well as other
specialized services, such as psychological care.
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According to the homes’ “Physician Visits Policy,”
in order for providers to bill for their provider visits, the
provider must have a written and dated progress note
completed and stored in the resident’s medical record. For
residents whose home stay is funded by the U.S.
Department of Veterans Affairs (VA), the direct care
providers bill the homes for the residents’ care. When direct
care providers bill the homes, each veterans’ home has a
Patient Account Representative (PAR) on staff who is
responsible for comparing the provider’s bill (medical service claim) to the provider’s notes, resident
population reports, and the veterans’ homes’ sign-in logs to verify the direct care provider performed
the service. If the residents’ care is funded by other sources, such as Medicare, 28 Medicaid, 29 or private
insurance, the direct care providers bill those agencies directly for the services provided.
Results of the Prior Audit and Investigation Report
Prior Audit Report
In the prior audit, we reported a finding that the homes approved and paid physicians’ claims
without verifying the physician performed the service or that the resident was even in the home. The
veterans’ homes’ lack of controls created an opportunity for direct care providers to falsify resident
care notes and bill for resident services they did not necessarily provide. According to the six-month
follow-up report, management stated they intended to engage outside legal counsel to communicate
with the Division of TennCare’s counsel to determine the board’s legal obligation relating to
repayment of funds and compliance with applicable laws. The board settled the fraudulent charges
billed to the Division of TennCare on October 23, 2020, and was required to pay the Division of
TennCare $25,000 in restitution.
2020 Investigative Report
As a result of our audit work related to this 2018
audit report finding, the Comptroller of the Treasury’s
Division of Investigations also conducted an
investigation into the direct care providers and their
claims of providing direct care to residents in the homes.
In the Comptroller’s Investigative Report, dated
November 10, 2020, investigators found that the
28

Medicare is the federal health insurance program for individuals who are 65 or older, younger individuals with
disabilities, and individuals with permanent kidney failure.
29 Medicaid is health insurance coverage for eligible low-income adults, children, pregnant women, elderly adults, and
individuals with disabilities. In Tennessee, TennCare is the state’s Medicaid program, administered by the Division of
TennCare.

50

veterans’ home management paid direct care provider invoices without verifying that the providers
rendered the billed services to residents. The report also described deficiencies in management’s
internal controls, some of which contributed to them paying for services not rendered.
The report also stated that the board indicated that management implemented new policies
and procedures to correct and prevent the identified deficiencies. Management updated the Executive
Office Policy “Physician Billing for Service-Connected Veterans” with the direct care provider’s new
responsibilities.
Management’s New Direct Care Payment Process
According to the Finance Director, beginning on March 1, 2021, the board implemented new
procedures that require direct care providers to prepare and submit a set of documents and complete
tasks necessary for the veterans’ homes’ staff to verify that providers saw residents on a particular day
before management processes a claim for payment (see Figure 2).
The direct care providers submit the required documentation with the provider’s claims to the
veterans’ homes’ PARs for review prior to payment. The PARs document their review on a separate
invoice spreadsheet, which lists the residents visited, the provider’s Current Procedural Terminology 30
(CPT) codes for services provided, and the amount the provider charged. The PARs submit the
required documentation with the provider’s claims to the veterans’ homes’ accounts payable team to
process the payment. Accounts payable staff confirm the PARs provided the provider billing logs,
Accushield reports, and resident population reports before uploading the documents to the board’s
accounting system. Accounts payable staff complete a “reasonableness review” of the PAR’s invoice
spreadsheet, as well as a brief review of the Accushield reports and resident population reports, to
confirm all residents are listed on the invoice spreadsheet with correct CPT codes and charges. Once
this is confirmed, accounts payable staff will process the transaction for payment.

30

The Centers for Medicare and Medicaid Services (CMS) maintains a uniform language of medical codes, known as
Current Procedural Terminology (CPT) codes, to code medical services and procedures, to streamline reporting, and
increase accuracy and efficiency across medical professions. Providers note applicable CPT codes on all claims to document
the services provided to residents and the amount charged for those services.

51

Figure 2
Direct Care Provider Verification Procedures
Sign In and Sign Out
Direct care providers must sign in and out of the Accushield log-in system located at
each of the veterans’ homes to verify attendance at the facility.

Daily Provider Billing Log
When on site, direct care providers must complete and submit a daily provider billing log
to the veterans’ homes’ nursing staff representative which lists the residents the provider saw
for each daily visit to the veterans’ homes facilities. A nursing staff representative must sign
the log at the end of the workday to confirm the provider saw the residents listed on the log.

Progress Notes
The direct care providers must complete physicians’ notes, or progress notes, which are a
description of services provided to each resident visited. The provider must add the notes to
Point Click Care, the board’s medical records system.

PAR Review
When the PAR reviews a direct care provider’s claims, they review the provider’s
documentation and verify the residents included on the claims were admitted in a veterans’
home on the date of service by obtaining a copy of a resident population report from Point
Click Care. PARs document their review on an invoice spreadsheet which lists the residents
visited, the provider’s CPT codes for services provided, and the amount the provider
charged. PARs submit approved claims with supporting documentation to accounts payable
to process payments.

Accounts Payable Processing
Accounts payable staff review the claims, supporting documentation, and the PAR’s invoice
spreadsheet, to confirm all residents are listed on the invoice spreadsheet with correct CPT
codes and charges. Once confirmed, accounts payable staff process the claims for payment.
Source: Walkthrough of direct provider billing process with Tennessee State Veterans’ Homes management and staff.

Current Audit
We focused our work on management’s new procedures to ensure direct care providers
performed the services for which they billed to prevent the payment of false claims. See Observation
7.
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Observation 7
Management should ensure staff understand their responsibilities and
adhere to the homes’ policies for preventing fraudulent payments
In response to the prior audit finding and a Comptroller investigation, the Tennessee State
Veterans’ Homes Board implemented new procedures to reduce the risk of fraud, waste, and abuse for
the payment of false claims submitted by direct care providers. Even though veterans’ home
management implemented the new procedures, staff told us during our walk-through procedures that
they did not fully understand their role in the review process. According to the Finance Director, the
PARs are responsible for reviewing and reconciling the providers’ claims to the supporting
documentation; however, based on our discussions with the PARs, they believed the accounts payable
team was responsible for this review.
After we informed management of this issue during our fieldwork, management created a new
position to assume the PARs’ responsibilities for reviewing provider claims and supporting
documentation and filled the position in June of 2022, at the end of our fieldwork. This position will
be centrally located at the executive office and will be responsible for reviewing all providers’ claims
and supportive documentation for each of the four veterans’ homes.

Management’s Comment
We concur. Provider claims are submitted and processed centrally by executive office staff.
The Financial Compliance Officer will monitor the process periodically.

Requirements of New Hires, Volunteers, and Contractors

Our goal was to review management’s responsibility to check new hires and volunteers
against various registries, to perform background checks, and to require contractors to
perform similar checks to prevent high-risk individuals from having direct contact with
residents. We also reviewed management’s processes to protect residents against
discrimination as required by federal law.

The Tennessee State Veterans’ Homes (veterans’ homes) employ various staff members,
including medical staff, that have direct, unsupervised contact with residents. As of March 24, 2022,
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the homes’ board and management employed 606 individuals, including executive
management, and had 32 contracts with direct care providers. Management also
allows volunteers to serve its residents. To protect residents, many of these
individuals are subject to various screening procedures.
Pre-employment Screening and Direct Care Provider Background Checks
The Director of Risk Management, a
member of executive management, is
responsible for the board’s human resources
(HR) function. Each of the four homes’ HR
Directors reports to the Director of Risk
Management. The HR Directors are
responsible for screening job candidates to
ensure that the homes only hire qualified
individuals who do not pose a risk of harm to
the residents.

Required Pre-Employment Checks
•

criminal background check;

•

professional license verification through
the Tennessee Department of Health, if
applicable for the position;

•

National Sex Offender Registry check;

•

Tennessee Sex Offender Registry check;

•

Tennessee Abuse Registry check;

•

U.S. Department of Health and Human
Services, Office of Inspector General’s
List of Excluded Individuals/Entities check;

The HR Director sends any
applications and resumes received to the
supervisor responsible for the applicable
position. If management decides to make a job
• three professional reference checks;
offer, the HR Director is required by Title 38,
Code of Federal Regulations (CFR), Chapter
• drug screening; and
51, Part 210; Section 63-1-149, Tennessee
• tuberculosis (TB) test.
Code Annotated; the Rules of the Tennessee
Department of Health; and the board’s
employee handbook to perform multiple checks before the new hire can provide care to residents.
The HR Director receives all documentation of the screenings performed electronically, then
prints and places it in the employee’s personnel file. The homes’ HR Directors use a checklist of
screenings to ensure they do not fail to perform one of the screenings prior to the employee’s start
date.
Additionally, Chapter 1200-08-06-.04 of the Rules of the Tennessee Department of Health
requires contractors that supply direct care providers to perform their own background checks and
provide them to the board upon management’s request. Effective June 18, 2018, the board included
a provision in their direct care provider contracts requiring contractors to perform background checks
on any employee that could provide direct care to a resident of a facility.
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Volunteer Screenings
Although the practice was largely curtailed during the COVID-19 pandemic, the board
accepts volunteers interested in serving its residents. The administrator of each veterans’ home is
responsible for overseeing volunteers, and the Activities Directors, who report to the administrators,
are responsible for screening volunteer applicants.
According to the board’s "Volunteers Policy,” volunteers fall into two groups:
•

Group 1– these volunteers perform services in a supervised setting, such as leading worship
services or performing landscaping.

•

Group 2 – these volunteers may come in direct contact with residents in an unsupervised
setting; as such, we focused our audit work on this group.

According to board policy, all volunteers must sign an agreement to keep information about
residents confidential. A potential Group 2 volunteer must complete an application and interview with
the Activities Director. They also must undergo screenings similar to employment applicants. Once
the Activities Director and potential volunteer decide what type of services the individual will perform,
either the Activities Director or the home’s administrator obtains a criminal background check using
the board’s third-party contractor. Management also checks the state’s abuse registry and schedules a
drug screening and a TB test. The results of the screenings are sent to the Activities Director, who is
responsible for maintaining the information in a volunteer file. The Activities Directors utilize a
Volunteer Orientation Checklist to ensure they have completed all required screenings. Additionally,
the policy requires veterans’ homes to maintain volunteer logs.
Title VI Compliance
Title VI of the Civil Rights Act of 1964 prohibits discrimination on the basis of race, color, or
national origin under any program or activity receiving federal financial assistance. The Director of
Risk Management, a member of executive management, is responsible for ensuring that any individual
providing direct care to residents complies with Title VI, especially the contracted direct care providers
who may operate alone or with a team of their own employees. Management uses surveys to obtain
information from their direct care providers about ethnicity of staff, their policy on providing services
to patients with limited English proficiency, and whether the business had any Title VI complaints.
The direct care providers’ contracts include a provision that they must complete and return the survey.
Management reviews the information from the surveys and includes it in their annual Title VI report
submitted to the Tennessee Human Rights Commission.
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Results of the Prior Audits
Pre-employment and Volunteer Screenings
The October 2018 performance audit
report found that the homes did not always
perform the required pre-employment screenings
on all new hires prior to their start date, as
required by federal and state law. The homes also
did not have a formal process in place to inform
direct care provider contractors of the
background check requirement for their employees. Additionally, the 2018 report noted that the
homes did not have a formal policy in place over volunteers, and we found deficiencies in the volunteer
screening process. Management concurred with the findings and stated that HR Directors were
retrained in July 2018 to ensure they perform the necessary screenings of new employees. They also
stated that management would perform random monitoring to test compliance and that language was
being added to all direct care provider contracts restating the statutory requirement for criminal
background checks. For volunteers, management stated a formal policy was approved in June 2018
and implemented by the homes’ management and staff. They stated they would periodically monitor
the homes’ compliance with the new policy. Management’s six-month follow-up report reiterated
these responses.
Title VI Compliance
The 2009 and 2012 performance audits found that the veterans’ homes did not monitor
contractors who provide direct care for compliance with Title VI requirements. According to a 2014
follow-up on this finding, the homes implemented a survey to monitor contractors’ compliance with
Title VI but did not ensure that all contractors returned the survey by the annual deadline. The
October 2018 performance audit report again noted that the homes did not ensure contractors
completed and returned Title VI surveys. Management concurred with the finding. Management
stated they would continue to make repeated efforts to obtain the Title VI surveys from contractors
and advise them they risk corrective action if they fail to comply. Management restated these responses
in their six-month follow-up report.
Current Audit
To follow up on the corrective actions to the prior audit findings, we examined management’s
new hire and volunteer screening processes to determine if staff performed the required screenings
prior to their start date. We reviewed direct care provider contracts for the language requiring criminal
background checks. Finally, we reviewed direct care contracts in effect during our audit period to
determine if management included Title VI compliance language in the contracts, and we examined
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management’s process to obtain Title VI surveys from the contractors. See Finding 4, Observation
8, and Appendix 1.

Finding 4
The board should ensure veterans’ homes’ management provides for the
safety of residents by maintaining up-to-date lists of volunteers and
performing critical screening of the volunteers who have direct contact
with residents
Condition and Cause
Since the prior audit, the board approved and
management implemented the “Volunteers Policy”
Management cannot determine how
that defined volunteers based on group classification
many volunteers serve veterans, nor
and outlined the requirements for each group to
does management know if volunteers
mitigate any risks to residents. We found, however,
received the applicable screenings.
that management cannot determine how many
volunteers serve veterans, nor does management know
if volunteers received the applicable screenings and signed required agreements based on their group
assignment. Specifically, we found that veterans’ homes’ management could not provide the list of
volunteers, did not maintain screening and background check documentation for these volunteers,
and have no records on whether management reviewed and accepted volunteers’ applications.
We focused our review on Group 2 volunteers, who have direct, unsupervised contact with
residents. When we requested information and underlying documentation for Group 2 volunteers
from each home, we identified the following deficiencies:
•

the Clarksville home provided volunteer applications and screening results for Group 2
volunteers, as well as a log of volunteers, but could not attest that their list was the complete
list of volunteers;

•

the Humboldt home provided documentation that they had three Group 2 volunteers but
only maintained documentation indicating management fully screened one of those
volunteers;

•

the Knoxville home told us they had one Group 2 volunteer but did not have any
documentation for the volunteer; and

•

the Murfreesboro home provided 17 signed confidentiality agreements but could not tell
us if the documentation related to Group 2 volunteers.
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Prior to our audit, the board’s Financial Compliance Officer identified similar issues and issued
a report on July 24, 2019, that stated that he could not obtain an accurate population of volunteers.
The officer also noted that, if he identified a Group 2 volunteer, he found that management did not
perform all of the required screenings or obtain the required documents, or management completed
the screening after the individual began volunteering.
COVID-19 Impact on Volunteers
Due to the effects of the COVID-19 pandemic, the veterans’ homes stopped accepting
volunteers in March 2020. According to the Finance Director, the homes did not use volunteers until
they restarted accepting volunteers in early 2022.
Risk Assessment
We reviewed the veterans’ homes’ 2021 Financial Integrity Act Risk Assessment and
determined that management did not identify the safety risk related to not completing volunteer
screenings.

Criteria
According to the board-approved “Volunteers Policy,”
The Administrator or designee (Activities Director) is responsible for maintaining the
volunteer log and all volunteer documentation. The Activities Director is responsible for
ensuring that all required paperwork is completed before the volunteer performs volunteer
tasks.

According to Green Book Principle 7, “Identify, Analyze, and Respond to Risks,”
7.02 Management identifies risks throughout the entity to provide a basis for analyzing risks.
Risk assessment is the identification and analysis of risks related to achieving the defined
objectives to form a basis for designing risk responses.

Effect
When veterans’ homes’ Activities Directors do not maintain lists of volunteers and
documentation of volunteers’ screenings, management increases the risk that residents’ safety may
be compromised.
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Recommendation
As the veterans’ homes reopen their doors to people wishing to
volunteer, management should ensure that Activities Directors and their
assistants are trained on the volunteer policy, and that all critical
background screenings are performed before allowing volunteers to
come in contact with the residents. The Activities Directors should
maintain an updated list of approved volunteers so that staff know who
should be allowed access to residents.
Management should implement effective controls to address the risks
noted in this finding, update the risk assessment as necessary, and take
action if deficiencies occur. As part of this process, management should
assign staff to continually monitor risks and assess mitigating controls.
Management’s Comment
We concur. The veterans’ homes staff will be trained on the volunteer policy and the
importance of maintaining an updated list of approved volunteers by December 30, 2022. This will
be added to the annual risk assessment and monitored periodically.

Observation 8
Management should seek guidance from the Tennessee Human Rights
Commission to assist management with achieving Title VI compliance
at the provider level
Title VI of the Civil Rights Act of 1964 prohibits discrimination in federally assisted
programs. Federal program recipients, such as the veterans’ homes, have an obligation to ensure that
any contractor that performs essential services also complies with Title VI. The homes contract with
direct care providers to perform certain services for residents, such as dental and therapy care.
Management sends surveys to their direct care provider contractors as a tool to monitor the direct care
providers’ Title VI compliance. Management also uses the information in the surveys in the annual
report that management is required to submit to the Tennessee Human Rights Commission.
Since the prior audit, management added language to the direct care provider contracts to
require the contractor to comply with the provisions of Title VI, as well as to complete and return the
Title VI surveys. Based on our testwork, however, we determined that 12 of 32 direct care providers
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(38%) did not return a Title VI survey during calendar year 2021, even after management sent 3
follow-up emails requesting the survey.
The Director of Risk Management stated that the providers’ failure to return a Title VI survey
was an immaterial contract breach and, therefore, not subject to material penalties, such as withholding
payment. He also stated that the contractor provided necessary services and that terminating or not
renewing the contract due to the contractor’s failure to submit the Title VI survey would impact
services to the residents. Although veterans’ homes’ management suggests that the Title VI contract
requirement is an immaterial contract breach, the providers’ compliance with this requirement is the
only evidence that veterans’ homes’ management have fulfilled their own responsibilities for and
compliance with Title VI.
Management should seek guidance from the Tennessee Human Rights Commission for
assistance with provider Title VI compliance and should continue to attempt to acquire the surveys
from its contractors.

Management’s Comment
We concur. The Director of Risk Management will seek guidance from the Tennessee Human
Rights Commission on the necessity of Title VI for the Tennessee State Veterans’ Homes Board.
Management will continue to attempt to get the surveys from contractors.

Reporting Allegations of Fraud, Waste, and Abuse
Our goal was to examine management’s handling of allegations of fraud, waste, abuse, or
other unlawful conduct, including statutorily mandated reporting to the Office of the
Comptroller of the Treasury, to ensure the integrity of legal and investigative actions
related to those allegations.

General Background
The Tennessee State Veterans’ Homes Board (the board) operates four skilled nursing facilities
(homes) across the state, with an executive office in Murfreesboro. The Executive Director directs and
oversees the operation of the homes and the executive office in order to effectively carry out the board’s
mission. The Executive Director also hires and supervises the remaining members of the executive
management, including an administrator for each home. The administrator is responsible for
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establishing and maintaining effective and efficient operations of the home in a financially sound
manner and safely meeting residents’ needs in compliance with federal, state, and local requirements.
Process for Reporting Fraud Allegations
Board
members,
executive
office
management, and management of each home are
required by Section 8-4-119, Tennessee Code
Annotated, to report claims of fraud, waste, abuse, or
other unlawful conduct to the Office of the
Comptroller of the Treasury. The Tennessee State
Veterans’ Homes Board Employee Handbook
instructs staff to report any suspicion of
noncompliance to the employee’s supervisor or the
Source: Auditor photo from the Clarksville home.
executive office. If the suspicion of noncompliance
involves the employee’s supervisor or executive staff,
then the employee is instructed to contact the board. Management also posted the Comptroller’s
Office hotline number for reporting waste, fraud, and abuse in each home where it is visible by
residents, staff, and visitors. The board also maintains the Compliance Hotline, which employees may
call to report noncompliance. If an investigation finds that the reported noncompliance is considered
waste, fraud, or abuse, then the Executive Director or the Finance Director reports the matter to the
Comptroller’s Office.
Results of the Prior Audit
In the 2018 performance audit report, we reported a finding where the board did not notify
the Comptroller’s Office of at least three instances of possible unlawful conduct as required by statute.
Management concurred with the finding and stated that they would train executive office staff on the
reporting of suspected unlawful conduct by December 1, 2018. In the six-month follow-up report,
management stated that they trained executive office staff on the reporting of suspected unlawful
conduct on November 30, 2018. Since this date, they stated that several instances of possible unlawful
conduct have been reported to the Comptroller’s Office.
Current Audit
To follow up on management’s corrective action taken in response to the 2018 audit finding,
we examined documentation related to suspended and terminated employees to determine if the board
should have taken actions to report suspected unlawful conduct to the Comptroller’s Office. See
Observation 9.
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Observation 9
Management should train human resources staff on job-specific policies
and procedures, including records retention, to ensure staff maintain
important records related to suspended or terminated employees
Maintaining documents related to employee actions helps ensure that facts pertinent to a
suspension or termination will not be lost, regardless of staff turnover and loss of institutional
knowledge. Documentation also protects the homes from possible legal action and may capture key
information for investigating allegations of fraud, waste, and abuse or other unlawful conduct.
Based on our review, we noted the Finance Director or the veterans’ homes’ management
could not provide 11 disciplinary action forms and 6 employee separation notices. The Finance
Director stated that the veterans’ homes experienced staff turnover, which is why current staff could
not locate the records in the employees’ personnel files. The board should exercise its oversight
responsibilities to ensure the Executive Director and the veterans’ home management maintain
adequate records by training staff and making them aware of their responsibilities.

Management’s Comment
We concur. Management will retrain human resources staff on record retention policies and
procedures by November 30, 2022.

Resident Death Reporting
Our goal was to review management’s responsibility for reporting and certifying
veterans’ home deaths to the Department of Health so that family members can obtain
death certificates.

Results of the Prior Audit
In the October 2018 performance audit report, we reported that the Tennessee State Veterans’
Homes Board did not always report deaths of their veterans to the Department of Health accurately
and timely. The Rules of the Tennessee Department of Health require management to report a veteran’s
death to the department’s Office of Vital Records by the third day of the following month, but
management could not explain why the deaths were not reported. Management concurred with the
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finding and stated in the comment to the finding and in their six-month follow-up that the homes’
executive management had notified the administrator at each home of the Office of Vital Records
submission date requirement on May 3, 2018, via email.
Current Audit Death Reporting Process
Veterans’ homes management is responsible for reporting deaths that occur within the
veterans’ homes to the Department of Health. 31 The department uses a fully electronic registration
system called the Vital Records Information System (VRISM) to establish and maintain records of
births, deaths, marriages, and divorces. The VRISM program also has a system called Electronic Death
Registration System (EDRS), which management implemented on July 16, 2018, where the nursing
homes and funeral directors must report deaths. After the implementation of EDRS, the department
no longer accepts paper submissions of death reports, as we reported in the prior performance audit.
When a resident passes away in a veterans’ home facility, the on-call physician notifies a funeral
home of the resident’s death. The resident’s physician and the funeral home must complete the
information in EDRS to certify the resident’s death so the family can obtain a death certificate. The
physician is responsible for reporting the following information about the resident:
•

name,

•

date of birth,

•

gender,

•

information related to the cause of death,

•

manner of death, and

•

identifying information for the physician who certified the resident’s death.

Based on our current audit, we identified no findings.

31

If a resident is transported to a hospital and dies there, the hospital is responsible for reporting the resident’s death to
the state.
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Appendix 1
Objectives, Conclusions, and Methodologies
Board Responsibilities and Oversight
Audit Objective: Did the board fulfill its responsibilities to the network of Tennessee State Veterans’
Homes and their residents by

Conclusion:

•

overseeing management’s internal control system,

•

establishing the board’s and management’s commitment to integrity,
ethical values, and competence expectations,

•

providing accountability,

•

reviewing management’s performance of risk assessments, and

•

monitoring the achievement of the homes’ mission and objectives?

Based on our review, the board generally fulfilled its oversight of management’s
internal control responsibilities. The board approved policies, reviewed the homes’
budgets and annual reports, and completed the Executive Director’s performance
evaluation. With some exceptions, board members regularly attended board
meetings and complied with the policy for the annual submission of conflict-ofinterest forms. See Observation 1.

Methodology to Address the Audit Objective
To address our audit objective, we interviewed the board chair, the audit committee chair, and
the Finance Director. To determine if the board is complying with statutory requirements, including
overseeing the daily management and operations of the homes, we reviewed
•

Section 58-7-102, Tennessee Code Annotated;

•

Section 58-7-103 et seq., Tennessee Code Annotated;

•

Section 58-7-106, Tennessee Code Annotated;

•

Tennessee Open Meetings Act, Sections 8-44-102, 8-44-103 and 8-44-104, Tennessee
Code Annotated;

•

the board’s bylaws;
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•

board-approved policies and procedures, including the conflict-of-interest policy;

•

a list of board members on both the Tennessee Secretary of State’s and the Tennessee State
Veterans’ Homes Board’s websites;

•

board members’ appointment letters;

•

conflict-of-interest disclosures that board members had submitted for fiscal years 2019,
2020, and 2021;

•

the board’s meeting notices and minutes for the 20 meetings that took place during the
period July 1, 2018, through June 30, 2021;

•

board budgets; and

•

the Plan of Operations.

We reviewed the board’s meeting minutes to determine if the board approved management’s annual
risk assessments (fiscal and clinical); the annual budget and amendments; write-offs of overdue
receivables; the annual report required by statute; the Plan of Operations; the Title VI Report; changes
to any board policies; the board’s Compliance Program, which is the training program to communicate
the federal, state, and board requirements to staff; the Executive Director’s annual performance
evaluation; and bonuses and pay increases.
We performed testwork to determine if all 13 board members completed a conflict-of-interest
form for fiscal years 2019, 2020, and 2021.
From a population of 20 meetings that took place from July 1, 2018, through June 30, 2021,
we obtained the board’s public notices and board minutes to determine if the board provided adequate
public notice of board meetings.
We reviewed the board’s meeting minutes for the 20 meetings that took place during the
period July 1, 2018, through June 30, 2021, and performed an analysis of board member attendance
to document the percentage of board meetings each board member attended for each fiscal year in our
audit period.

24-Hour Continuous Registered Nurse Coverage
Audit Objective: Was at least one RN (whether salaried or hourly) on site at each veterans’ home to
provide coverage 24 hours a day, 7 days per week, to ensure residents had
continuous clinical oversight, as required by Title 38, Code of Federal Regulations,
Part 51, Section 130(b)?
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Conclusion:

Based on our analysis of ADP system data for time and attendance for all veterans’
homes, management could not provide records that an RN was on duty 24 hours
a day, 7 days per week, as required by federal regulations. See Finding 1.

Methodology to Address the Audit Objective
To achieve our objective and to obtain an understanding of the process for scheduling RNs in
advance and recording their actual time worked and to assess management’s design and
implementation of internal controls significant to our audit objective, we interviewed the Executive
Director and the Finance Director to learn about corrective actions taken after the prior audit. After
learning that the process for scheduling nurses and recording their time worked was the same at each
of the homes, we met with the Finance Director, the Director of Clinical Compliance, and the
Director of Nursing at the Murfreesboro home to observe scheduling documentation and the clockin and clock-out procedures. We confirmed with the Finance Director that management changed the
ADP system to deduct 30 minutes for salaried RNs. We also reviewed
•

Title 38, Code of Federal Regulations, Part 51, Section 130;

•

the Tennessee Department of Health’s Standards for Nursing Homes;

•

the board’s Employee Handbook; and

•

Chapter 1200-08-06-.06(4)(a) of the Rules of the Tennessee Department of Health, Board
for Licensing Health Care Facilities, Division of Health Care Facilities.

To determine whether RNs provided continuous clinical oversight at each nursing home, we
performed an analysis of all RNs’ timekeeping data for the period April 1, 2019, through March 31,
2022. Our analysis identified service gaps 32 of over eight minutes in which an RN was not clocked in
(or scheduled to work in the case of the salaried RN managers).
Resident Clinical Assessments
Audit Objective: Did clinical staff complete residents’ internal clinical assessments to develop or
revise resident care plans to ensure that residents are getting the care they need?
Conclusion:

Based on our review, staff did not document the completion of one or more
required internal assessments. See Finding 2.

32

Our analysis checked to see if an RN was present at a home every 8 minutes. “Service gaps” are instances where an RN
was not present for multiple 8-minute intervals in a row, rather than a single point in time. Therefore, if there were two
intervals in a row, this would have been a gap in coverage of at least 16 minutes.
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Methodology to Address the Audit Objective
To address our audit objective, which includes gaining an understanding of the clinical
assessment processes, and obtaining an understanding and assessing management’s design and
implementation of internal controls significant to our audit objective, we interviewed the Director of
Clinical Compliance and nursing staff responsible for scheduling and completing clinical assessments,
reviewed the veterans’ homes’ “Clinical Resident Risk Assessments” policy, and observed operational
processes established to fulfill the clinical assessment requirements.
For admissions and quarterly, annual, and significant change assessments, we selected a
random, nonstatistical sample of 60 residents, 15 residents from each of the 4 homes, from a
population of 1,623 total residents who entered the homes during the period July 1, 2018, through
March 15, 2022. For the 60 residents selected, we reviewed the residents’ medical records in Point
Click Care to determine if management ensured and documented that the required internal clinical
assessments were completed in accordance with the established policies.

Resident Call Light Response Times
Audit Objective: Did clinical staff respond to residents’ call lights within five minutes to ensure
clinical staff met the needs of the homes’ residents?
Conclusion:

Based on our review, clinical staff responded to residents’ call lights within five
minutes, on average, during the period July 1, 2018, through June 30, 2021.

Methodology to Address the Audit Objective
To address our audit objective, which included gaining an understanding of the call light
system and response times, as well as obtaining an understanding and assessing management’s design
and implementation of internal controls significant to our audit objective, we interviewed the Finance
Director, the Director of Clinical Compliance, and Clarksville’s Information Technology Generalist.
We also reviewed Title 38, Code of Federal Regulations (CFR), Part 51, Section 200(f); 38 CFR 51.100;
and 38 CFR 51.120, and we researched call light response times and reviewed two studies:
•

Ali, Haneen, and Huiyang Li. “Use of notification and communication technology (call
light systems) in nursing homes: observational study.” Journal of medical Internet research
vol. 22,3 e16252. 27 Mar. 2020, doi:10.2196/16252.

•

Tzeng, Huey-Ming et al. “The contribution of staff call light response time to fall and
injurious fall rates: an exploratory study in four US hospitals using archived hospital
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data.” BMC health services research vol. 12 84. 31 Mar. 2012, doi:10.1186/1472-6963-1284.
We also researched the board’s call light vendor’s software and hardware abilities and observed
operational processes.
We obtained call light data (call light start and end times and room location information) for
each home for the period July 1, 2018, through June 30, 2021, to analyze the data. We calculated the
minimum, maximum, and average call light response times during that period and created a visual
with the data.

Medication Distribution to Veterans’ Home Residents
Audit Objective: Did nurses dispense medications to residents as prescribed and based on
management’s established medicine administration protocols to ensure residents
receive the care they need?
Conclusion:

Based on audit work, staff dispensed medications as prescribed and based on
management’s established protocols. We noted, however, the administrators at two
veterans’ homes did not ensure the Quality Assurance Nurses documented the
completion of quarterly medication pass audits. See Observation 2.

Methodology to Address the Audit Objective
To address our audit objective, which includes gaining an understanding of management’s
medication distribution process and obtaining an understanding and assessing management’s design
and implementation of internal controls significant to our audit objective, we interviewed the Director
of Clinical Compliance and nursing staff responsible for administering medication to residents;
reviewed Title 42, Code of Federal Regulations, Sections 483.70(I) and 483.45(c); reviewed the
veterans’ homes’ “Clinical Medication Error Policy” and “Clinical Drug Regimen Review Policy;”
and observed operational processes established to fulfill medicine distribution.
To determine operating effectiveness and whether the nurse on duty distributed residents’
medications as prescribed, we observed a total of six nurses complete medication passes to nine
residents in six different areas of the Clarksville and Murfreesboro homes and reviewed the residents’
medication chart in the eMAR system.
To determine whether the Quality Assurance Nurses completed and documented the quarterly
medication pass audits, we interviewed the Quality Assurance Nurse for each home and obtained
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documentation of the quarterly medication pass audits.

Veterans’ Homes’ Centers for Medicare and Medicaid Services Five-Star Quality Rating
Audit Objective: Did management maintain the homes’ high overall Centers for Medicare and
Medicaid Services (CMS) Five-Star Quality Rating System and take the necessary
steps to ensure that none of the homes fall below average (three stars) in any of the
individual rating components to ensure residents receive quality care?
Conclusion:

Based on work performed, management took the necessary steps to ensure that
their homes do not fall below average in any of the individual CMS rating
components and have maintained their high overall rating.

Methodology to Address the Audit Objective
To address our audit objective, which included gaining an understanding of the Quality-ofLife Standards set forth for residents, we reviewed Title 38, Code of Federal Regulations, Sections
51.120 (Quality of Care) and 51.200 (Quality of Life Standards) and the CMS Design for Care
Compare Nursing Home Five-Star Quality Rating System: Technical Users’ Guide to gain an
understanding of the different quality measures, how CMS surveys the nursing homes, and how CMS
gives the star ratings to a nursing home. We obtained and reviewed the “Quality Assurance
Performance Improvement” policy and the performance improvement plans, and we interviewed the
Finance Director and the Executive Director to determine how management communicated the
standards and incorporated them into the homes’ operations.
We accessed the CMS website and pulled Quality of Resident Care ratings for each veterans’
home as of March 2022. We obtained from management a monthly history of Overall and Quality of
Resident Care ratings for each home from July 2018 through February 2022. 33 We also obtained the
monthly reports the homes used to track the CMS measures.

Complaint Handling and Reporting of Abuse Allegations
1. Audit Objective: Did management implement processes to receive, record, and resolve all
complaints received on behalf of residents and employees in accordance with
federal regulations and board policies?

33

The months do not include February, March, and April 2020 due to the COVID-19 pandemic. November and
December 2020 ratings were not available.
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Conclusion:

Based on our work, management implemented a process to receive, record, and
resolve resident-related complaints using a standard format to record the details
of complaints; however, when we requested documentation to support
resolutions, management did not provide it. See Finding 3. We also noted that
residents expressed persistent concerns at Resident Council meetings. See
Observation 3.

2. Audit Objective: Did management report allegations of abuse, neglect, exploitation, or
misappropriation of property to the Department of Health as required by
federal regulations, and did management investigate the allegations?
Conclusion:

Based on our review, management could not provide us with five case files
related to allegations of abuse, neglect, exploitation, or misappropriation of
property, nor could they demonstrate that they reported seven allegations to
the Department of Health within the required timeframes. See Finding 3. We
did find that management investigated the other allegations as required by the
federal regulations, policies, and procedures.

Methodologies to Address the Audit Objectives
To address both audit objectives, which included gaining an understanding of the complainthandling process, including management’s response to allegations of abuse, neglect, exploitation, and
misappropriation of residents’ property, and obtaining an understanding and assessing management’s
design and implementation of internal control significant to our audit objective, we reviewed
•

Title 38, Code of Federal Regulations (CFR), Chapter 51, Part 70;

•

38 CFR 51.90;

•

38 CFR 51.100;

•

42 CFR 483.12;

•

Section 68-11-212, Tennessee Code Annotated;

•

the board-approved “Timely Follow-Up of Operational Complaints” policy;

•

the board-approved “Abuse & Neglect of Residents and Misappropriation of Residents’
Property” policy;

•

the board-approved “Grievance” policy;

•

the Compliance Hotline log;

•

the CareLine log; and
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•

grievance logs and Resident Council minutes from the four veterans’ homes.

We interviewed the Compliance Officer, the Executive Assistant, the Director of Clinical
Compliance, and the Activities Directors at both the Clarksville and Humboldt veterans’ homes, and
we observed operational processes.
We examined the Compliance Hotline log, the CareLine log, and the grievance logs from the
four veterans’ homes applicable for our audit period to determine if staff completed the log entries as
required by board policy. To determine if management ensured veterans’ homes staff investigated the
complaints and documented the results, we tested the following:
•

From a population of 130 CareLine hotline calls received or referred from July 1, 2018,
through April 12, 2022, we haphazardly selected a sample of 30 34 calls related to
complaints involving resident well-being and employee issues, and we requested
supporting documentation to determine if the resolution stated on the log was accurate.

•

We analyzed the CareLine log to compare the date of the complaint to the date it was
resolved to determine the length of time management took to resolve the complaints.

•

From a total of 297 grievances 35 logged in calendar year 2021, we haphazardly selected 40
grievances and requested supporting documentation to determine if the resolution stated
on the log was accurate. 36

We obtained each home’s Resident Council minutes for calendar year 2021 and examined
them to determine if the homes documented a resolution for concerns the residents expressed at the
meetings. 37 We also noted any recurring complaints about the same types of issues.
From a population of 97 allegations of abuse, neglect, or misappropriation of property of
veterans’ homes’ residents obtained from veterans’ homes’ management, we selected a nonstatistical,
34

Of the 30 calls, we tested 4 calls from July 1, 2018, through December 31, 2018. Management implemented new
procedures in January 2019; we tested 26 calls from January 1, 2019, through April 12, 2022.
35 The number of grievances filed by veterans’ home in calendar year 2021 was as follows: 56 in Clarksville, 50 in Knoxville,
149 in Murfreesboro, and 42 in Humboldt.
36 We selected 28 grievances logged at the Murfreesboro veterans’ home and 4 grievances each from the remaining 3
veterans’ homes.
37 In calendar year 2021, Resident Council meetings were sometimes conducted by individual surveys, rather than in
groups, due to COVID-19. During calendar year 2021, the Resident Council at each home met as follows:
•

Clarksville: 12 times (2 in person and 10 by survey),

•

Humboldt: 12 times (10 in person and 2 by survey),

•

Knoxville: 9 times (5 in person and 4 by survey), and

•

Murfreesboro: 9 times (8 in person and 1 by survey).
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random sample of 25 allegations management reported to the Department of Health from July 1,
2018, through March 28, 2022, to determine if management
•

reported the allegations and subsequent results of their investigation to the Department of
Health within the prescribed timeframes,

•

instituted a safety plan during the investigation, and

•

maintained supporting documentation of their investigation results.

Resident Admissions
1. Audit Objective: In accordance with federal statute, did the Tennessee State Veterans’ Homes
Board ensure nonveteran resident occupancy did not exceed 25% of its beds at
any one time?
Conclusion:

Based on our review, we determined that for calendar years 2019, 2020, and
2021, the board ensured nonveteran resident occupancy remained below 25%.

2. Audit Objective: Are the veterans’ homes’ beds fully utilized?
Conclusion:

Based on our review, we found available beds at each veterans’ home because,
according to management, they could not fill the beds due to lack of sufficient
staffing. See Observation 4.

3. Audit Objective: In response to the prior audit finding, to ensure compliance with the applicable
rule, did the admission staff maintain a wait list and contact the veterans on
the wait list quarterly as required by the Rules of the Tennessee Department of
Finance and Administration, Division of TennCare?
Conclusion:

Based on our review, we determined that the veterans’ homes admission staff
did not maintain a wait list and contact the veteran applicants on the wait list
quarterly in accordance with TennCare Rules. See Observation 5.

Methodologies to Address the Audit Objectives
Objectives 1 and 2
To address audit objectives 1 and 2, we reviewed
•

Title 38, United States Code, Chapter 81, Section 35(a)(4);
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•

Section 58-7-113, Tennessee Code Annotated; and

•

the board-approved “Eligibility for Admission” policy.

We interviewed the Director of Clinical Compliance and admission staff to gain an understanding of
the homes’ admission process, to obtain an understanding of internal controls significant to our audit
objective, and to assess management’s design and implementation of internal controls.
To determine whether the veterans’ homes complied with federal law related to the admission
of nonveteran residents, we obtained resident lists for each home from Point Click Care, the board’s
medical records system. To assess compliance with the federal and state regulations and rules, we
analyzed the reports to calculate the percentage of nonveteran residents to total residents. We
compared total residents to the total number of beds per home to determine the number of beds
available.
We also analyzed resident lists from July 2018 through January 2022 to identify each veterans’
home’s occupancy percentage over the three-and-a-half-year period.
Objective 3
To address audit objective 3, we reviewed the board’s “Wait List Policy” and Chapter 120013-01-.06(3) of the Rules of Tennessee Department of Finance and Administration, Division of TennCare.
We interviewed the Director of Clinical Compliance and the admission staff responsible for
maintaining the wait lists at each home. We also observed the operational processes established to
fulfill the wait list requirements to gain an understanding of the homes’ admission wait lists, to obtain
an understanding of internal controls significant to our audit objective, and to assess management’s
design and implementation of internal controls.
To assess the operating effectiveness of the internal controls and compliance with the Division
of TennCare’s Rules, we obtained the wait lists for each of the four veterans’ homes and documentation
of the quarterly update letters. We reviewed all 585 entries on the wait lists to determine whether the
homes documented each item required by the Rules.

Quality Assurance and Performance Improvement Program
Audit Objective: Did each home’s Quality Assurance and Assessment Committee and
subcommittees meet as required by policy and demonstrate a good faith effort to
identify issues and monitor improvements to improve the lives of residents in their
care?
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Conclusion:

Based on our review, the committees met as required and monitored the homes’
internal processes by creating performance improvement projects. The
subcommittees, however, did not meet as often as required. See Observation 6.

Methodology to Address the Audit Objective
To address our audit objective, which includes gaining an understanding of management’s
quality assurance process and obtaining an understanding and assessing management’s design and
implementation of internal control significant to our audit objective, we reviewed Title 42, Code of
Federal Regulations, Chapter 483, as well as the Quality Assurance Performance Improvement
Operations Policy and the Quality Assurance Performance Improvement Plan for each home. We also
interviewed the Director of Clinical Reimbursement.
To determine if the quality assurance committees and subcommittees met as required by
policy, we requested each home’s meeting minutes for calendar year 2021 38 for each committee—four
quarterly meeting minutes—and eight monthly subcommittee meeting minutes for the four
subcommittees. 39 We examined the dates on the minutes to determine if the committee and
subcommittees met as required. We also examined the content of the minutes, as well as any
corresponding documentation on performance improvement projects, to determine if management’s
committee and subcommittees were making a good faith effort to improve quality at the veterans’
homes. Furthermore, we examined the minutes to determine if the committee and subcommittee
chairpersons signed and dated the minutes as approved.

Direct Care Provider Payments
Audit Objective: In response to the prior audit finding and the investigation, did management
implement new procedures to prevent payments for fraudulent provider claims?
Conclusion:

Based on our review, we found the veterans’ homes management implemented
new procedures to prevent payments for fraudulent direct care providers claims;
however, the Patient Account Representatives assigned to execute the new
procedures did not fully understand their assigned tasks and did not perform the
required review and reconciliation of providers’ claims and supporting
documentation. See Observation 7.

38

We focused our review on calendar year 2021 to identify recent issues that affected residents’ quality of care.
Board policy allows the monthly subcommittees meetings to be combined with the quarterly Quality Assurance
committee meeting during the four months the committee meets.
39
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Methodology to Address the Audit Objective
To address our audit objective, we reviewed the “Physician Visit” and “Physician Billing for
Service-Connected Veterans” policies. We interviewed the veterans’ home Finance Director, Patient
Account Representatives, the accounts payable clerk, and the Knoxville Medical Director to observe
operational processes established to prevent and deter fraudulent billing activities, to obtain an
understanding of internal controls significant to our audit objective, and to assess management’s design
and implementation of internal controls.
To determine operating effectiveness, we selected a random, nonstatistical sample of 71
payments consisting of 17 from Murfreesboro, 17 from Clarksville, 19 from Knoxville, and 18 from
Humboldt, from a population of 824 payments to direct care providers during the period March 1,
2021, through March 31, 2022. For the 71 transactions selected, we reviewed the direct care providers’
claims and required supporting documentation to determine if the required support was obtained and
accurately reviewed prior to payment.

Requirements of New Hires, Volunteers, and Contractors
1. Audit Objective: In response to the prior audit finding, did management ensure that staff
conducted all required pre-employment screenings and other application
verifications prior to hiring new employees?
Conclusion:

Based on our work, we noted improvements in management’s preemployment screening process. We noted minor deficiencies with
documentation for pre-screening tasks.

2. Audit Objective: In response to the prior audit finding, did management develop a formal,
comprehensive volunteer policy and ensure the homes complied with the
policy before accepting volunteers?
Conclusion:

Based on our review, we determined that the board approved a formal
volunteer policy; however, management should ensure veterans’ home staff
maintain accurate and up-to-date lists of volunteers and properly screen them.
See Finding 4.

3. Audit Objective: In response to the prior audit finding, did management include a criminal
background check requirement in its contracts for all direct care staff?
Conclusion:

Based on our review, management included the criminal background check
requirement in its direct care provider contracts.
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4. Audit Objective: In response to the prior audit finding, did management ensure the direct care
provider contracts contained requirements for Title VI compliance, and did
management require the providers to submit completed Title VI surveys?
Conclusion:

Based on our review, we determined that the direct care provider contracts
contained language requiring Title VI compliance and the related surveys.
However, management did not ensure that contractors returned Title VI
surveys, which the contract requires. See Observation 8.

Methodologies to Address the Audit Objectives
Objective 1
To address audit objective 1, which includes gaining an understanding of management’s preemployment screening processes and obtaining an understanding and assessing management’s design
and implementation of internal controls relevant to audit objective, we reviewed
•

Title 38, Code of Federal Regulations (CFR), Chapter 51, Part 210;

•

Section 63-1-149, Tennessee Code Annotated;

•

Chapter 1200-08-06-.04 of the Rules of the Tennessee Department of Health;

•

the board’s employee handbook; and

•

the board’s internal monitoring report about the status of corrective action to the prior
audit findings, released by the Financial Compliance Officer on July 24, 2019.

We also interviewed the Director of Risk Management and the Human Resources Generalist at the
Murfreesboro home and observed operational processes.
To assess operating effectiveness and determine if management completed all required
screenings prior to employees’ first day of work, we obtained a population of 1,383 individuals hired
during the period July 1, 2018, through April 15, 2022. We selected a random, nonstatistical sample
of 65 employees––15 employees from each veterans’ home, 2 employees who work in the executive
office, and all 3 employees hired to work in the newly built veterans’ home in Cleveland. We examined
their personnel files for evidence of the required screenings.
Objective 2
To address audit objective 2, we reviewed the board’s “Volunteers Policy” and interviewed the
administrator at the Clarksville veterans’ home and the Activities Director at the four veterans’ homes
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to gain an understanding of the volunteer screening process and to assess the design and
implementation of the internal controls related to the audit objective.
We requested, but management could not provide, a population of Group 1 volunteers and
Group 2 volunteers in order to perform testwork to determine if management obtained the required
documents or performed the required screenings before the volunteers began serving. If management
was able to provide us with the names of individuals classified as a Group 2 volunteer, we reviewed
the documentation.
Objective 3
To address audit objective 3, we reviewed Chapter 1200-08-06-.04 of the Rules of the Tennessee
Department of Health (the Rules); an example of a direct care provider contract; and the board’s internal
monitoring report about the status of corrective action to the prior audit finding, which the Financial
Compliance Officer released on July 24, 2019. We interviewed the Director of Risk Management and
the Human Resources Director for the Murfreesboro veterans’ home to gain an understanding of the
direct care providers’ responsibility for background checks and to assess the design and implementation
of the internal controls related to the audit objective.
To determine if management complied with the Rules by requiring direct care provider
contractors to perform background checks and make them available upon request, we obtained and
reviewed a population of 32 direct provider contracts that were in effect at any point from July 1,
2018, to June 30, 2021, to determine if management included the background requirement in the
contracts.
Objective 4
To address audit objective 4, which includes gaining an understanding of management’s Title
VI administration, including Title VI contract language, Title VI survey contract language, and Title
VI survey collections, and obtaining an understanding and assessing management’s design and
implementation of internal controls related to the audit objective, we reviewed
•

Title VI of the Civil Rights Act of 1964;

•

28 CFR 42.104;

•

the U.S. Department of Justice’s Title VI Legal Manual;

•

the board’s employee handbook;

•

the board’s Compliance Program, which is a training program to communicate the federal,
state, and board requirements to staff; and
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•

the board’s internal monitoring report about the status of corrective action to the prior
audit findings, which the Financial Compliance Officer released on July 24, 2019.

We also interviewed the Director of Risk Management and the Administrative Assistant at the
executive office and observed operational processes.
To determine if management ensured contractors of direct care services complied with Title
VI provisions in their contracts, we obtained a list of contracts with organizations who may provide
direct care in effect during our audit period. We tested the population of 32 contracts to determine if
they contained language requiring the direct care provider to comply with Title VI and to return the
Title VI survey. We also obtained and reviewed the completed surveys to determine if the contracted
direct care providers had returned the required survey.

Reporting Allegations of Fraud, Waste, and Abuse
Audit Objective: Did management report instances of actual or possible unlawful conduct to the
Comptroller’s Office as required by state statute?
Conclusion:

Based on our review, management and staff did not keep sufficient records to
determine whether suspensions or terminations were due to allegations of fraud,
waste, and abuse. See Observation 8.

Methodology to Address the Audit Objective
To address our audit objective, we interviewed the Finance Director and the Financial
Compliance Officer to obtain an understanding of management’s process to report allegations of
fraud, waste, abuse, or other unlawful conduct and to assess management’s design and implementation
of internal controls. We reviewed the Tennessee State Veterans’ Homes Board Employee Handbook
effective during our audit period, as well as Sections 8-4-502 and 8-4-503, Tennessee Code Annotated.
To determine whether management reported instances of actual or possible unlawful conduct
to the Comptroller’s Office as required by state statute, we reviewed the employee records for
employees that management either suspended or terminated:
•

40

We obtained a population of 26 employee suspensions relating to 24 employees who
management suspended from July 1, 2018, to June 30, 2021. 40 (One employee was

According to management, they did not suspend any employees after this date.
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suspended three times during this period.) (The population obtained contains the reasons
for suspension, none of which were reportable conditions to the Comptroller’s Office.)
•

From a population of 1,444 employees whose employment was terminated from July 1,
2018, through March 31, 2022, we selected a nonstatistical, random sample of 43
terminated employees. (The population obtained contains the reasons for suspension,
none of which were reportable conditions to the Comptroller’s Office.)

We also expanded our testwork and requested records for 26 suspensions and 43 terminations, for a
total of 67 current and former employees. Management could not provide records supporting 11 of
those suspensions and 6 of the terminations. For the records we were able to review, we determined
whether the employee was suspended or terminated due to allegations of fraud, waste, and abuse and,
if so, whether the board and management informed the Comptroller’s Office.

Resident Death Reporting
Audit Objective: Did the homes’ administrators report resident deaths to the Department of
Health’s Office of Vital Records by the third day of the month after the event
occurred, as required by the Rules of the Tennessee Department of Health?
Conclusion:

Based on our work, we determined that management reported deaths to the Office
of Vital Records.

Methodology to Address the Audit Objective
To address the audit objective, which included gaining an understanding of management’s
process to document and report deaths to the Department of Health and obtaining an understanding
and assessing management’s design and implementation of internal controls significant to our audit
objective, we interviewed the Finance Director, the Knoxville and Murfreesboro veterans’ homes’
medical directors, and the Tennessee Department of Health’s Office of Vital Records staff. We also
observed operational processes and reviewed the Office of Vital Records’ Manual for the Electronic
Death Registration System.
We obtained a list of 787 veterans who died at a veterans’ home from July 1, 2018, to March
15, 2022, from Point Click Care, the board’s electronic medical records system, and matched this list
to the Office of Vital Records’ death data to determine if management reported the deaths to the
department’s Office of Vital Records and to identify any unreported deaths.
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Internal Control Significant to the Audit Objectives
The U.S. Government Accountability Office’s Standards for Internal Control in the Federal
Government (Green Book) sets internal control standards for federal entities and serves as best practice
for non-federal government entities, including state and local government agencies. As stated in the
Green Book overview, 41
Internal control is a process used by management to help an entity achieve its objectives . . .
Internal control helps an entity run its operations effectively and efficiently; report reliable
information about its operations; and comply with applicable laws and regulations.

The Green Book’s standards are organized into five components of internal control: control
environment, risk assessment, control activities, information and communication, and monitoring.
In an effective system of internal control, these five components work together to help an entity achieve
its objectives. Each of the five components of internal control contains principles, which are the
requirements an entity should follow to establish an effective system of internal control. We illustrate
the five components and their underlying principles below:
Control Environment

Control Activities

Principle 1

Demonstrate Commitment to Integrity and
Ethical Values

Principle 10

Design Control Activities

Principle 2

Exercise Oversight Responsibility

Principle 11

Design Activities for the Information
System

Principle 12

Implement Control Activities

Principle 4
Principle 5

Establish Structure, Responsibility, and
Authority
Demonstrate Commitment to Competence
Enforce Accountability

Principle 6
Principle 7
Principle 8

Define Objectives and Risk Tolerances
Identify, Analyze, and Respond to Risks
Assess Fraud Risk

Principle 9

Identify, Analyze, and Respond to Change

Principle 3

Information and Communication
Principle 13
Principle 14
Principle 15

Risk Assessment

Use Quality Information
Communicate Internally
Communicate Externally

Monitoring
Principle 16
Principle 17

Perform Monitoring Activities
Evaluate Issues and Remediate
Deficiencies

In compliance with generally accepted government auditing standards, we must determine
whether internal control is significant to our audit objectives. We base our determination of significance
on whether an entity’s internal control impacts our audit conclusion. In the following matrix, we list
our audit objectives, indicate whether internal control was significant to our audit objectives, and identify
which internal control components and underlying principles were significant to those objectives.

41

For further information on the Green Book, please refer to https://www.gao.gov/greenbook/overview.
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Internal Control Components and Underlying Principles
Significant to the Audit Objectives
Risk Assessment
Control Activities Information & Communication Monitoring

Control Environment
Audit Objectives
1 Did the board fulfill its responsibilities to
the network of Tennessee State Veterans’
Homes and their residents by

Significance
No

1
–

2
–

3
–

4
–

5
–

6
–

7
–

8
–

9
–

10
–

11
–

12
–

13
–

14
–

15
–

16
–

17
–

2 Was at least one RN (whether salaried or
hourly) on site at each veterans’ home to
provide coverage 24 hours a day, 7 days per
week, to ensure residents had continuous
clinical oversight, as required by Title 38,
Code of Federal Regulations , Part 51,
Section 130(b)?

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

3 Did clinical staff complete residents’
internal clinical assessments to develop or
revise resident care plans to ensure that
residents are getting the care they need?

Yes

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

Yes

Yes

4 Did clinical staff respond to residents’ call
lights within five minutes to ensure clinical
staff met the needs of the homes’ residents?

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

5 Did nurses dispense medications to
residents as prescribed and based on
management’s established medicine
administration protocols to ensure residents
receive the care they need?
6 Did management maintain the homes’ high
overall Centers for Medicare and Medicaid
Services (CMS) Five-Star Quality Rating
System and take the necessary steps to
ensure that none of the homes fall below
average (three stars) in any of the individual
rating components to ensure residents
receive quality care?
7 Did management implement processes to
receive, record, and resolve all complaints
received on behalf of residents and
employees in accordance with federal
regulations and board policies?

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

No

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

•overseeing management’s internal control
system;
•establishing the board and management’s
commitment to integrity and ethical values
and competence expectations;
•providing accountability;
•reviewing management’s performance of
risk assessments; and
•monitoring the achievement of the homes’
mission and objectives?
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Internal Control Components and Underlying Principles
Significant to the Audit Objectives
Risk Assessment
Control Activities Information & Communication Monitoring

Control Environment
Audit Objectives
Significance
Yes
8 Did management report allegations of abuse,
neglect, exploitation, or misappropriation of
property to the Department of Health as
required by federal regulations, and did
management investigate the allegation?

1
–

2
–

3
–

4
–

5
–

6
–

7
–

8
–

9
–

10
–

11
–

12
Yes

13
–

14
–

15
–

16
–

17
–

9 In accordance with federal statute, did the
Tennessee State Veterans’ Homes Board
ensure nonveteran resident occupancy did
not exceed 25% of its beds at any one time?
10 Are the veterans’ homes’ beds fully
utilized?

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

No

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

11 In response to the prior audit finding, to
ensure compliance with the applicable rule,
did the admission staff maintain a wait list
and contact the veterans on the wait list
quarterly as required by the Rules of the
Tennessee Department of Finance and
Administration, Division of TennCare ?

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

12 Did each home’s Quality Assurance and
Assessment Committee and subcommittees
meet as required by policy and demonstrate
a good faith effort to identify issues and
monitor improvements to improve the lives
of residents in their care?

Yes

–

–

–

–

–

–

–

–

–

–

–

Yes

–

–

–

–

–

13 In response to the prior audit finding and the
investigation, did management implement
new procedures to prevent payments for
fraudulent provider claims?

Yes

–

–

–

–

–

–

–

–

–

–

–

Yes

–

–

–

Yes

–

14 In response to the prior audit finding, did
management ensure that staff conducted all
required pre-employment screenings and
other application verifications prior to hiring
new employees?
15 In response to the prior audit finding, did
management develop a formal,
comprehensive volunteer policy and ensure
the homes complied with the policy before
accepting volunteers?
16 In response to the prior audit finding, did
management include a criminal background
check requirement in its contracts for all
direct care staff?

Yes

–

–

–

–

–

–

–

–

–

–

–

Yes

–

–

–

–

–

Yes

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–

Yes

–

–

–

–

–

–

–

–

–

–

–

Yes

–

–

–

–

–
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Internal Control Components and Underlying Principles
Significant to the Audit Objectives
Risk Assessment
Control Activities Information & Communication Monitoring

Control Environment
Audit Objectives
Significance
Yes
17 In response to the prior audit finding, did
management ensure the direct care provider
contracts contained requirements for Title
VI compliance, and did management require
the providers to submit completed Title VI
surveys?
Yes
18 Did management report instances of actual
or possible unlawful conduct to the
Comptroller’s Office as required by state
statute?
Yes
19 Did the homes’ administrators report
resident deaths to the Department of
Health’s Office of Vital Records by the third
day of the month after the event occurred, as
required by the Rules of the Tennessee
Department of Health ?

1
–

2
–

3
–

4
–

5
–

6
–

7
–

8
–

9
–

10
–

11
–

12
Yes

13
–

14
–

15
–

16
–

17
–

–

–

Yes

–

–

–

–

Yes

–

Yes

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

–

Yes

–

Yes

–

–

–

–

–
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Tennessee State Veterans’ Homes Board Members
As of July 2022
Eugene “John” Watson, chair
Albert Keith Thompson, Vice Chair
Hugh Lamar, Secretary
Rita A. Bollinger
Jennifer Vedral-Brown
Richard Grant
Susan “Sue” Hall
Eden J. Murrie
Tiffany Sawyer
Raymond Samuel Signore
Mario Vigil
Ex-officio, Voting Members
Major General Tommy Baker, Commissioner of the Department of Veterans Services
The Honorable Jim Bryson, Commissioner of the Department of Finance and Administration
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Tennessee State Veterans’ Homes’ Operations
The board employs an Executive Director who, with the aid of the executive office staff, directs
and oversees the operation of the homes and the executive office. The Executive Director is responsible
for strategic planning and development relative to the operations of the homes and the future growth
of the organization, as well as fiscal and clinical oversight, and reports regularly to the board’s executive
committee. The Executive Director also hires and supervises the remaining members of the executive
management team:
•

An Administrator oversees each of the homes to establish and maintain effective and
efficient systems to operate the home in a financially sound manner and safely meet
residents’ needs in compliance with federal, state, and local requirements.

•

Medical services are provided under the direction of a Medical Director, who is a
contracted physician licensed to practice medicine in Tennessee. Under the boardapproved policies and procedures, as well as the Rules of the Division of TennCare and the
Rules of the Tennessee Department of Health, the staff meet all residents’ medical needs and
arrange for any necessary specialty services.

•

The Director of Construction and Facilities Management is responsible for ensuring that
homes meet all applicable laws and regulations, overseeing each aspect of all construction
projects, and directing members of maintenance staff from hiring to job performance. The
director is further responsible for the upkeep and maintenance of all facilities.

•

The Marketing and Public Relations Manager supervises marketing, advertising, and
event-planning activities at the homes. This manager takes steps to represent, measure,
enhance, and enrich the position and image of the homes through various goals and
objectives.

•

The Financial Compliance Officer works with management to ensure that all major risks
are identified and analyzed annually. The officer reviews transactions and systems for
compliance with policies, procedures, statutes, contract terms and conditions, and various
supplementary criteria. The officer may conduct reviews and perform other tasks as
requested by individual board members, the board’s audit committee, the Executive
Director, or the Finance Director.

•

The Director of Clinical Services identifies health care regulatory concerns throughout
the facilities and monitors facility compliance with applicable federal and state laws and
regulations, such as the Centers for Medicare and Medicaid Services, the Rules of the
Division of TennCare, and the Rules of the Tennessee Department of Health. Additionally,
the director is responsible for reporting safety hazards and analyzing charts and patient
data for trends.
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•

The Director of Clinical Reimbursement monitors resident assessment staff for process
compliance and accuracy, and audits medical records to assure billing validation.

•

The Finance Director is responsible for overseeing cash disbursements, payroll closing,
and accounting functions. The director also creates and maintains the annual budget,
ensures timely and accurate financial reports, and serves as a liaison to external auditors.

•

The Information Technology Director oversees configuring and maintaining servers,
workstations, networks, applications, and security for the homes. Other job duties include
maintaining accounting and financial controls, as well as creating and testing backup data
recovery systems.

•

The Director of Risk Management updates contracts, works with staff for contract needs,
and drafts policies to adhere to state and local regulations. Moreover, the director is
responsible for training staff, responding to employee complaints, overseeing claims filed
against the homes, and implementing the Title VI plan.
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Tennessee State Veterans’ Homes (TSVH) Board
Organizational Chart
January 2022

Governor
TSVH Board
TSVH Executive
Committee

Medical Dir.
Nurse Practitioners

Asst. to the
Exec. Dir.
Admin.
Asst.

Administrator
M*H*K*C

MDS
Coord.

Maintenance
Dir.

Admissions
Dir.

MDS
Nurse

Maintenance
Asst.

Patient
Account Rep.

Housekeeper

Marketing &
Public
Relations Mgr.

Dir. of Clinical
Reimbursement

Dir. of
Nursing
Asst. Dir.
of Nursing

Medical
Records Mgr.

Treatment
Nurse

Staff Dev.

QA Nurse

Pharmacy
Nurse

Case Mgr.
RN

Staffing
Coord.

Central
Supply Clerk

Laundry Aide

Dir. of Clinical
Services

Asst. Dir. of
Clinical Services

Clinical
Dietary Mgr.

Floor Tech.

Licensed
Practical Nurse

Executive Director

Health & Safety
Specialist

Office
Coord.

Housekeeping
Supervisor

Dir. of
Construction &
Facilities Mgmt.

TSVH Audit Committee

Social
Services
Dir.
Social
Services
Asst.

Financial
Compliance
Officer

Dir. of Nutritional
Services

Activities
Dir.

Kitchen
Mgr.
(K & M)

Dietary
Mgr. (H)

Asst.
Activities
Dir.

Asst.
Kitchen
Mgr. (K)

Asst.
Dietary
Mgr.

Activities
Asst.

Dietary
Aide

Dietary
Aide

Van
Driver

Cook

Cook

Finance Dir.

IT Dir.

Dir. of Risk
Management

Staff
Accountant

IT Specialists - M

Human
Resources

Purchase
Mgmt. Asst.

IT Specialists - H

Accounts
Payable
Coord.

IT Specialists - K

CNA

Unit Clerk

After-Hours
Receptionist

IT Specialists - C

Accounts
Payable
Specialist
Dir. of Patient
Financial
Services
Billing
Specialists

Unit Mgr.
Supervisor
RN

Receptionist

Legend
Hydration
CNA

Restorative
Nurse
Restorative
CNA

Source: Tennessee State Veterans’ Homes management.
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M = Murfreesboro
H = Humboldt
K = Knoxville
C = Clarksville

CNA = Certified Nursing
Aide
IT = Information Technology
MDS = Long-Term Care
Minimum Data Set
RN = Registered Nurse
QA = Quality Assurance

Appendix 6
Quality Assurance and Performance Improvement Committees and Subcommittees
Membership and Meeting Frequency
Committee or
Subcommittee
Quality
Assurance
Performance
Improvement
Committee

# of
Members
12

Direct Care
and Infection
Control
Subcommittee

9

Operations/
Indirect Care
Subcommittee

8

Quality of Life
Subcommittee

8

Safety
Subcommittee

7

Membership*
Administrator (Chair), Director of Nursing, Medical
Director, Patient Accounts Representative,
Environmental Service Supervisor, Maintenance
Director, Resident Council Representative (staff
member), Quality Assurance Nurse, Activities
Director, Human Resources Director/Manager,
Social Service Director, and Clinical Dietary Manager
Director of Nursing (Chair), Administrator, Medical
Director, Staff Nurse, Certified Nurse Assistance
(CNA), MDS Nurse, Quality Assurance
Nurse/Infection Preventionist, Dietary Kitchen
Manager, and Environmental Services Supervisor
Administrator (Chair), Human Resources Director,
Marketing Admissions, Patient Account
Representative, Quality Assurance Nurse,
Maintenance Director, Food Service Manager, and
Environmental Services Supervisor
Administrator (Chair), Activity Staff, Dietary Aide,
Housekeeper, Floor Nurse, CNA, Social Service
Member, and Quality Assurance Nurse
Maintenance Director (Chair), Human Resource
Director/Manager, Director of Nursing, Quality
Assurance Nurse, Administrator, Environmental
Service Director, and Food Service Manager

Meeting
Frequency
Quarterly

Monthly

Monthly

Monthly

Monthly

* Policy allows each of the employees in the chart to designate another staff member to attend on their behalf.
Source: Tennessee State Veterans’ Homes management.

88

